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ABSTRACT
This inquiry provided a critical and in-depth analysis of African American nurses’
situations within the context of the work environment. Through this examination,
multiple oppressions were illuminated. Participants identified both personal experiences
of oppression and oppression related to administrative and interdisciplinary hierarchies.
Additionally, the participants provided their insights on the concept of empowerment.
Definitions of empowerment included being a voice for self and others and empowering
others is empowering to self. Thus, the concept of relational empowerment was
explicated. Furthermore, the participants envisioned an ideal environment where
administration is supportive of nurses, nurses have time to care for the patients, and the
interdisciplinary team have open communication that allowed for holistic care of patients.
The participants envisioned an ideal work environment where nurses’ voices were heard,
and nurses had an active role in the development of policies and participated in staffing
decisions. Open communication within the interdisciplinary team and respect from team
members was emphasized. Lateral violence and incivility were eliminated in the
participants’ ideal work environment. Finally, to align with the constructs of
emancipatory research, praxis occurred through a discussion of how the participants
conceived of creating change within the work environment.

xii

CHAPTER I
INTRODUCTION
Chapter One presents an introduction and overview of this study, exploring the
African American nurses’ professional experiences within the context of the healthcare
environment. The significance of the study and contributions to nursing knowledge are
described. The method of the study is briefly introduced with a thorough explanation of
methodology given in Chapter Three.
Background
The United States population is growing increasingly diverse. The United States
Census Bureau (United States Department of Commerce [USDC], 2017) reported that
13.3% of the United States population is African American. Additionally, the population
is also aging as the United States Agency on Aging (2013) estimates that by 2050, 11 %
of the population over the age of 65 will be African American. The change in population
will represent a 104% increase from 2013. The American Association of Colleges of
Nursing (AACN) (2015) asserted that a diverse nursing workforce would better serve the
needs of the growing and diverse population. To that end, efforts to increase a diverse
workforce have focused on improving access to nursing education.
Multiagency strategies have increased the diversity of students entering nursing
programs. Efforts to improve the diversity of the nursing workforce demonstrated an
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increase of African American nurses from 4% in 1910 to 11.5% in 2015 (D’Antonio &
Whelan, 2009; National Council of State Boards of Nursing, 2016; USDC, 2017).
However, the nursing shortage will also be reflected in the African American population.
The shortage of African American nurses will be compounded by the current wave of
baby boomer retirements and nurse retirements (American Association of Colleges of
Nursing [AACN], 2012). Additionally, since the implementation of the Affordable Care
Act (ACA), approximately 20 million more people have sought primary and preventative
services, requiring more nurses to provide care to an already aging population (Lathrop,
& Hodnicki, 2014; USDC, 2017). Therefore, the nursing profession must develop
effective strategies to recruit and retain African American nurses, which may improve the
health of diverse and vulnerable populations and decrease health disparities (AACN,
2015; Phillips & Malone, 2014).
Ethnic Congruence of Healthcare Providers
The purpose of recruiting and retaining African American nurses is to promote
health equity. Ethnically congruent healthcare providers may improve care to diverse
and vulnerable populations (Corrigan et al, 2017; Institute of Medicine [IOM], 2010;
Sullivan, 2004). Sullivan (2013) asserted that racial and ethnic minority health
professionals from socioeconomically disadvantaged backgrounds are more likely to
serve others of similar backgrounds. Ethnically congruent healthcare providers engender
vulnerable persons’ trust in the healthcare system (Phillips & Malone, 2014; Smith, 1999,
2005; Sullivan, 2004). Furthermore, African American health professionals are more
likely than Caucasian providers to recognize barriers to health equity as a function of the
healthcare system. Diverse providers recognize inequity arises from limited access to
2

care versus behaviors of the patient (Phillips & Malone, 2014; Poma, 2017; Shen et al,
2018). Thus, by increasing the numbers of culturally congruent providers, healthcare
may be improved.
Multiple agencies assert that ethnically congruent nurses improve care to diverse
populations. The Institute of Medicine’s Future of Nursing Report (2010) affirmed that
the demographic characteristics of the nursing workforce should more closely reflect that
of the population to improve communication and provide “culturally relevant care” (p.
128). Additionally, ethnically diverse health professionals are more likely to advocate for
policies and programs that improve access to quality healthcare services for vulnerable
populations, thereby decreasing health disparities (United States Department of Health
and Human Services Offices of Minority Health, n.d.; Frankel, McGuire, Zaslavasky,
Lafata, & Tai-Seale, 2017; Smith, 1999, 2005, 2015). An overview of the historic
position of African American healthcare practitioners support these assertions.
Historically, African American healthcare practitioners were advocates for their
communities and developed a following of patients who trusted them (Smith, 1999).
African American physicians and dentists became leaders in their community, and nurses
were perceived as competent and responsive to needs of the segregated African American
population (Dittmer, 2017; Smith, 1999). VanderWielen et al (2015) and Tuazon (2010)
suggested that these leadership roles continue and that health care providers who live and
work in underserved communities can reduce disparities in vulnerable populations. Thus,
agencies must develop strategies to increase the diversity of the healthcare workforce.
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Problem Statement
Efforts to recruit and retain diverse healthcare professionals have largely been
unsuccessful (AACN, 2017; Phillips, & Malone, 2014; Sullivan, 2013). Strategies to
increase the number of African American registered nurses focus on access to nursing
programs and success in the educational process. Strategies include scholarships for
ethnic minority undergraduate and graduate students, academic support of students
during undergraduate and graduate programs, and mentorship for diverse students and
faculty (AACN, 2015). These strategies are fully supported by national organizations;
however, the strategies are limited to educational settings and do not address issues faced
by African American nurses currently engaged in clinical practice. These issues include
racism, work satisfaction, and limited avenues to leadership positions.
There is a paucity of research, policies, or white papers that specifically address
retention, work satisfaction, or empowerment of African American nurses within the
healthcare environment. Lack of empowerment and oppression of nurses negatively
impacts nurse satisfaction and increases the propensity of nurses’ intent to leave the
profession (Adriaenssens, Hamelink, & Bogaert, 2017). Conversely, empowerment of
nurses may improve work satisfaction of the nursing workforce, thereby supporting
retention efforts (Goedhart & van Oostveen, & Vermeulen, 2017; Ibrahim, El-Magd, &
Sayed, 2014; Manojlovich, 2007). Although there is a growing body of literature that
addresses nurse empowerment, there is a paucity of literature that explicates
empowerment of African American nurses. Additionally, there is a lack of information
regarding African American nurse work satisfaction or intent to leave the profession.
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A search of the Department of Health and Human Resources, the Department of
Minority Health, the National Council of State Boards of Nursing, the American Nurses
Association, and the National Black Nurses Association websites revealed no national
data demonstrating African American nurses’ intent to leave the profession or
information regarding those who have already left the profession. Sasaki and Vorauer
(2013) suggested that a lack of information may promote inequity in healthcare and
inhibit retention strategies. The omission of this information may be indicative of the
larger issue of institutional racism that sustains unequal power structures or cultural
blindness that ignores the impact of ethnicity and culture on well-being. To counteract a
systemic lack of cultural awareness in healthcare, efforts have been made to infuse
cultural awareness and cultural competency into healthcare settings and, specifically, the
profession of nursing.
Cultural awareness and cultural competency strategies concentrate on
improving nursing care to diverse clients but do not address culture-specific strategies
that may improve the work environment for African American nurses (Narayan, 1998).
The AACN (2017) and the National League for Nursing (NLN) (2015) recommend
infusing cultural competencies into undergraduate and graduate curricula. However,
there is a lack of research that specifically addresses empowerment of African American
nurses and that examines unequal power structures that may support overt and covert
racism as well as disenfranchisement of African American nurses.
Empowerment is an active process. For African American nurses to empower
themselves, research activities and strategy development must be a collaborative effort
between researchers and participants (Ledwith, & Springett, 2010; Wall, 2010). The
5

researcher cannot inform the participants; the participants must enlighten the researcher.
The process of change and empowerment begins through reflection and questioning the
status quo (Ledwith, & Springett, 2010). The existing literature did not include an
examination of empowerment of African American nurses, nor was there collaboration
between researchers and African American nurses that assist in the process of improving
the circumstances of African American nurses within the context of the healthcare work
environment. Thus, this inquiry seeks to fill the gap in the literature.
Purpose Statement
The purpose of this emancipatory inquiry was to explore African American
nurses’ professional experiences within the context of the healthcare environment. The
phenomenon under study was empowerment as defined by Chinn and Kramer (2011).
Empowerment within the context of this inquiry was defined as a process and entails a
critical examination of unequal power structures that oppress a disenfranchised group and
allow their voices to be heard. Thus, the research questions were developed to meet the
purpose of the inquiry and explore the phenomenon under study.
Research Questions
The research questions were designed to fulfill the purpose of this inquiry.
Additionally, to investigate the phenomenon, barriers to empowerment, as hegemonic
structures were explicated through the full exploration of the subsequent research
questions:
1. What is it like to be an African American nurse in a predominantly White profession?
2. What are African American nurses’ subjective experiences of empowerment?
3. What are African American nurses’ visions of an ideal work environment?
6

4. How do African American nurses conceive creating change within the work
environment?
Significance
The significance of this study includes defining African American nurses’
meanings of empowerment within the context of the work environment, identifying
unequal power structures that contribute to oppression, and envisioning the creation of
change within the work environment. These implications are congruent with the Chinn
and Kramer’s (2011) concept of emancipatory knowing. The emancipatory inquiry
contributed to nursing knowledge, specifically, emancipatory nursing knowledge, which
unites Carper’s (1978) original fundamental patterns of knowing in nursing (Chinn &
Kramer, 2011). Fundamental patterns of knowing in nursing provide a framework
categorizing nursing knowledge.
Expanding Nursing Knowledge
Carper’s (1978) seminal work, explicating fundamental patterns of knowing in
nursing, provides an epistemological framework for describing and advancing the scope
of nursing knowledge. The four fundamental patterns of knowing include empirics,
personal knowledge, ethics, and esthetic knowing. Empirical knowledge is factual,
unbiased, research-based, able to be replicated by others, and provides the foundation of
evidence-based practice (Chinn & Kramer, 2011). Personal knowing represents a
measure of self-knowledge, awareness, and self-responsibility (Clements & Averill,
2004). Personal knowledge refers to the interpersonal process between each individual
client and nurse. Ethical knowing is the moral component of nursing. The nurse
questions what is right and good as well as determines the course of actions for the best
7

outcome. Esthetic knowing is the art of nursing and focuses on ethics, intuition, and
understanding (Fawcett, Watson, Neuman, Walker, & Fitzpatrick, 2001). Esthetic
knowing is exploration of an action, experience, statement, or behavior and examines the
fundamental question of “what does this mean?” (Fawcett, Watson, Neuman, Walker, &
Fitzpatrick, 2001, p. 127). Each pattern is separate and addresses different aspects of
nursing knowledge. Viewing each pattern separately dismisses the whole of nursing
knowledge and reduces it to its parts. Chinn and Kramer (2011) suggested that this
separation leads to “patterns gone wild” (Chinn & Kramer, 2011, p. 18). Thus, to
promote cohesiveness of the patterns of knowing, an overarching pattern of knowing was
proposed by Chinn and Kramer (2011).
Emancipatory knowing. Emancipatory knowing is the overarching pattern of
knowing that provides structure to Carper’s original tenets. Chinn and Kramer (2011)
developed the concept of emancipatory knowing in response to the dichotomy of the
original patterns of knowing. Emancipatory knowing is the underpinning of all the
patterns of knowing as it creates a holistic view of an experience by incorporating all the
patterns, thereby generating integrated nursing knowledge. The outcome of
emancipatory knowing is transformation of people’s lives through an awareness of the
existent holistic pattern. Emancipatory knowing is the reflection and examination of
social, cultural, and political injustices and how they came to exist. Four assumptions of
emancipatory knowing include (a) there is no ahistorical, value-neutral knowledge; (b)
research is a political activity; (c) power relations inform knowledge development; and
(d) social oppressions are not natural or fixed. Chinn and Kramer’s (2011) emancipatory
knowing is founded on Freire’s liberation theory (1970) and Habermas’ critical social
8

theory (1973, 1979) that will be described in detail in Chapter Three. Emancipatory
knowing can be created and developed through emancipatory research methods.
This study contributed to emancipatory nursing knowledge through an
examination of unequal power structures that influence nurse empowerment, experienced
and described by African American nurses within the healthcare environment. The
participants were active in imagining the creation of change within the work
environment. Within the constructs of the emancipatory method, the nurses identified
their personal definition of empowerment and described experiences of empowerment.
Barriers to empowerment were elicited. The ability of the African American nurses to
create social change within the context of their future work environment is congruent
with the Cowling, Chinn, and Hagedorn (2000, 2009) method. Thus, the findings
contributed to emancipatory nursing knowledge.
Emancipatory knowing is the reflection and examination of social, cultural, and
political injustices and how they came to exist. Therefore, an examination of historical
and current health disparities of the African American population within the healthcare
system will be presented in Chapter Two. Additionally, a historical examination of
African American nursing is presented in the literature review and will be reflected in
data analysis. Finally, conceptual definitions provide clarity to the framework of this
inquiry.
Conceptual Definitions
Critical Theory: Critical theory supports the examination of hegemony and includes a
historical critique of how the power imbalance developed (Agger, 1991).
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Racial Discrimination: Racial discrimination is the differential treatment based on race
that disadvantages a racial group (Sullivan, 2004).
Hegemony: Hegemony is the process by which unequal power is maintained and thus
becomes a part of the unexamined social constructs (Chinn, & Kramer, 2011).
Empowerment: Empowerment is a process that occurs through a critical examination of
unequal power structures and hegemonic practices, oppressed or disenfranchised groups
may have their voices heard and will ultimately “claim their full human potential”
(Chinn, & Kramer, 2011, p.84).
Healthcare setting: The healthcare setting is any environment in which healthcare is
delivered and registered nurses are employed. These settings may include, but are not
limited to, acute care, rehabilitation, long term care, outpatient settings, and populationbased practice. (Centers for Disease Control, 2018).
Culture: “Culture is a pattern of commonly shared beliefs and behaviors, including styles
of communication; ways of interacting; views on roles and relationships; and normative
values, practices, and customs” (Sullivan, 2004, p. 16).
Critical Dialogue: A dialogue with the purpose of recognizing and critiquing practices
and structures that cultivate oppressive paradigms and sustain inequalities. The dialogue
presumes care and respect between participants and a questioning of what each person
knows, thereby creating new knowledge and paradigms (Freire, 1970).
Feminism: The advocacy for women’s economic, social, and political equal rights
(Webb, 1993).
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Critical Praxis: Critical praxis occurs through the practice of emancipatory research
whereby hegemonic structures are illuminated, and oppressive paradigms are challenged
(Cowling, Chinn, & Hagedorn, 2000, 2009; Webb, 1993).
Conclusion
Efforts to increase presence of African Americans in nursing have largely been
unsuccessful. Strategies have focused on recruitment into the profession. Although there
is a substantial body of work describing strategies, which advance nurses’ empowerment,
there is a paucity of research that explicates empowerment of African American nurses.
The findings of the study contribute to filling the gap in literature related to the
phenomenon of empowerment through an exploration of African American nurses’
experiences within the work environment.
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CHAPTER II
REVIEW OF THE LITERATURE
Chapter Two presents the extant literature on the topic and gaps therein. A
historical overview of African American nursing is also presented. Literature pertaining
to oppression and empowerment in the profession of nursing are reviewed. Specifically,
nurses’ perceptions of empowerment and psychological, organizational structures, and
critical social theory components of empowerment are reviewed.
Culturally congruent healthcare providers may improve the health of diverse and
vulnerable populations. Sullivan (2004) asserted that there is a direct link between poor
health outcomes for minorities and a shortage of minority healthcare providers, including
physicians, dentists and nurses. The shortage of African American healthcare providers
is increasing as the African American population is expected to grow to 14.7% of the
total population by 2060 (United States Department of Commerce, 2013) without a
corresponding increase of African American healthcare providers (Sullivan, 2013).
Strategies to increase the number of diverse providers has focused on access to education.
Although increasing access to education for African Americans lays the
foundation for increasing diversity in the health professions, Sullivan (2013) asserted that
current providers must be retained as they provide mentorship and leadership to future
generations. Thus, the link between racial and ethnic disparities in healthcare and
disparities in health outcomes, including disability and premature death, may be
12

addressed by attending to the shortage of under- represented providers, specifically
African American nurses. Nurse retention and satisfaction is directly related to nurses’
empowerment (Boormann & Abrahamson, 2014; Manojlovich, 2007; Rodwell, Brunetto,
Demir, Shacklock, & Farr-Wharton, 2014; Wong and Laschinger, 2013). However, there
is a significant gap in the literature that addresses the processes of empowerment of
African American nurses.
The topics and literature chosen for the review support a critical analysis of the
current state of African American nurses, including a historical overview of African
American women in nursing. An examination of the literature related to the impact of
White privilege, stereotyping, and racial assumptions on health outcomes is presented.
Health disparities are examined through a review of African American’s historical and
recent experiences with the healthcare system.
An introduction of the concept of empowerment and review of nursing
empowerment is presented. The literature review includes nurses’ perceptions of
empowerment and factors relating to empowerment of nurses. These factors include
organizational structures, psychological, and critical social theory. Additionally, as these
factors do not account for the whole of nurses’ experiences related to empowerment, nor
do they address experiences of African American nurses’ processes of empowerment,
three emancipatory studies are presented that provide the methodological framework for
this dissertation.
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White Privilege
As a Caucasian, the researcher must examine potential barriers to working with
diverse participants. Specifically, White privilege must be addressed. Unexamined
White privilege can lead to health disparities through stereotyping, prejudice, and
structural racism (Hall & Fields, 2013). Hall and Fields (2013) defined structural racism
as institutional policies and actions that create health disparities. These actions include
closing of inner city healthcare and public facilities as well as segregated communities
with high rates of violence. Thus, African Americans are disproportionately at risk for
racial health disparities. White privilege contributes to racial health disparities and is a
complex concept founded on the constructs of similar experiences based on race (Hall &
Fields, 2013; Kwate & Goodman, 2014; McGibbon, Mulaudzi, Didham, Barton, &
Sochan, 2014). Du Bois (1935) first described White privilege in a discussion of a
“psychological wage” (DuBois, 1935, p. 700). Caucasians and African Americans
worked at the same jobs for the same pay during the reconstruction era. However,
Caucasians, despite their social class, were shown deference and extended privileges over
the African American counterparts including admittance to schools, parks, and
recreational facilities. Caucasians continued to hold authority through the courts, politics,
and education. This racial bias continues and must be recognized by individuals to
promote equity.
Personal observations of White privilege were further explicated in McIntosh’s
(1988) essay. In her seminal essay, she described uncovering her own unacknowledged
conditions of privilege, specifically, daily experiences of not being judged on race. These
experiences included being of a similar race to the majority and knowing that, if she had
14

contact with others, received a speeding ticket, was late to a meeting, or received
healthcare, she was not being judged by race. She asserted that through White privilege,
others are oppressed.
In an essay by Puzan (2003), White privilege is discussed within the profession of
nursing. As most nurses are Caucasian, the author asserted that White privilege
substantiates the authority held by the majority and that this privilege allows for the
majority to establish what “counts for knowledge, membership, and language” (Puzon,
2003, p.195). Additionally, social norms and customs are determined by Caucasians,
thus requiring assimilation of other cultures to the majority standards. The author
asserted that science is a hegemonic domain of power. Critiquing positivist research
methods, the author asserted that the current focus of science is on Western medicine,
thus maintaining a homogeneous patriarchal White culture within the healthcare system.
The author specifically critiqued nursing education in that “nursing faculty determine
curricula and resent any outside influences” (Puzon, 2003, p. 196). Thus, faculty and
students are socialized to accept the status quo without incentive to challenge authority.
Finally, the author described personal experiences in nursing education both as a student
and faculty member.
Puzan (2003) anecdotally described the response of nursing faculty to African
American nurse practitioner students who stated that they preferred access to more
diverse populations for whom they would be caring upon graduation. Faculty construed
this request as a threat to their authority and stated that the African American students
wanted special accommodations. Ultimately, an arbiter was hired to mediate between the
faculty and the students. Many of the faculty did not attend the forums, including the
15

Chair of the Department. The arbiter, an African American woman did not address any
racial issues within the situation, thus missing the opportunity to open a dialogue,
examining hegemonic structures existing within the nursing program.
The inherent weakness of Puzan’s (2003) essay is the numerous assertions made
without validation or references. One of many examples of this weakness is the author’s
statement that “The ANA refers to great diversity among the nearly 2 million persons
employed as registered nurses, as indicated by the fact that nurses come from every
socioeconomic class ever stated and every neighborhood in American” (Puzan, 2003,
p.195). There was no citation or reference to this assertion, thus, the reader could not
evaluate this statement within the context of the entire ANA report. A second example
was the statement that “Pharmaceutical companies provide another example of
stratification by race, class, and nation when they deny life- saving medications that are
deemed too costly or unprofitable for investment in global locations where non-White
people predominate” (Puzan, 2003, p. 195). Although most likely accurate, this
statement is not supported by any literature or statistics, thus making this essay an
opinion editorial. However, this essay provided the basis of the dialogue that the
profession of nursing, dominated by a White population, creates the hegemonic structures
that disenfranchise other groups. Additionally, the author asserted, “the challenge for
nursing, in all of its identities and positions, is to engage in the exposition, critique, and
resistance needed to dismantle the structural and functional representations of unbearable
Whiteness” (Puzan, 2003, p. 196).
White privilege in nursing must be examined and addressed. White privilege
contributes to the authority of the dominant culture and maintains a hierarchy of power
16

(Allen, 2006). Thus, through a hierarchal social structure, Whiteness implies a higher
social status (Kwate & Goodman, 2014). The unequal structure of power reinforces the
unequal distribution of privileges and resources (Schroeder & DiAngelo, 2010). These
unequal power structures are “historically, socially, politically, and culturally produced”
(p.245). The benefit of maintaining the higher social status and White privilege is that
there is a freedom from being viewed through a racist lens (Hall & Fields, 2013).
Although the White person may be against racism, the person still benefits from the
higher social status (Schroeder & DiAngelo, 2010). The hierarchal status and unequal
power structures may negatively impact African American nurses’ advancement within
the leadership structure, diminish empowerment, and decrease work satisfaction.
Additionally, continuous exposure to overt and covert racism may negatively impact
physical and mental health.
Consistently being viewed by race has harmful health effects and may be
psychologically draining (Kwate & Goodman, 2014; Wing, Lin, Torino, Capodilupo, &
Rivera, 2009). The harmful health effects of racial assumptions on pain management in
African Americans were verified by Trawalter, Hoffman, and Waytz (2012). Inequitable
treatment of health issues leads to negative patient outcomes.
In a quantitative study, conducted at the University of Virginia, the researchers
demonstrated that the participants that included Registered Nurses (n=29) and nursing
students (n=14), all but one of whom were Caucasian, assumed a priori that African
Americans feel less pain than Caucasians (Trawalter, Hoffman, & Waytz, 2012). The
well-designed study may have been strengthened by a qualitative component of a
description of the participants’ individual perceptions of their assessment of pain.
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Additionally, there was no stratification of experience within the profession that may
influence assessment of pain. However, as nurses have the primary responsibility for
pain management, implications of these findings contribute to the assumption that being
viewed by race has deleterious health outcomes. Further exploration of the beliefs of the
nurses, through qualitative means, may explicate the underlying beliefs held by the
nurses.
Perceived inequity in economic and social status in addition to culture may also
negatively impact health outcomes. Kwate and Goodman (2014) investigated the
relationship between White privilege and health outcomes. The relationship was
measured through perceptions of inequality and subjective and objective social status and
how those perceptions affected the health and well-being of the participant. A random
sample of Caucasian participants (n=620) was chosen from three Boston neighborhoods.
The participants included those from a higher standing, within the social hierarchy, who
lived in predominately Caucasian neighborhoods and those from a lower social standing
who lived in poorer, more racially diverse neighborhoods. Questionnaires included
information on self-rated health outcomes of physical health, dental health, and
happiness. The investigators concluded that objective measures of socioeconomic status
were associated with better health outcomes for individual level factors; however,
subjective assessments of social position were most strongly associated with self-reported
health outcomes. Participants with the highest self-reported health status lived in the
wealthier neighborhoods. These participants described their neighborhoods as
welcoming to African Americans with minimal racist tendencies. Participants, who lived
in the neighborhoods with the least wealth and most diversity, reported poorer health
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outcomes. These participants reported that their neighborhoods were not welcoming to
African Americans. The findings support the supposition that White privilege exists
within a social hierarchy and that exposure to racism may impact the health of
populations despite ethnicity or race.
The strength of this quantitative study included random sampling and a welldesigned study. The limit of this study included a potential lack of power for statistical
modeling and self-reports of health and well-being. The researchers also do not describe
why the participants had poorer health; therefore, a qualitative inquiry may aid in filling
that gap. Additionally, this study was conducted in Boston, a few days after the Boston
marathon bombing. This event may have altered self-reports of health and well- being
and may be considered an external threat to validity.
Perceived racial privilege and exposure to racism may also affect health and wellbeing. Fujishiro (2009) explored the correlation between racial privilege and exposure to
racism with the health and well- being of Caucasian and African American participants
(n= 22,412). Caucasians who reported being aware of their position of racial privilege
and exposure to racism reported significantly higher rates of poorer health and missed
work days than those who did not perceive their own White privilege (OR=1.51; p<.05).
The researcher asserted that exposure to racism impacts health and well-being despite
race or ethnicity.
The strength of this study was a large sample and strong statistical modeling. The
limits of the study included a random pattern of missing data related to self-reported race
that may have biased the results. Additionally, the cross-sectional design limits the
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generalizability of the findings. A qualitative inquiry may clarify the findings related to
exposure to racism and perception of health and well-being of all populations.
Healthcare and Discrimination
A history of discriminatory laws, racial bias, and inequal access to healthcare
have had a negative impact on health outcomes for African American populations.
Additionally, the history of racism has created a distrust in the healthcare system. This
mistrust also contributes to poor health outcomes. Thus, a review of the history of
healthcare inequity must be examined.
History, Laws, and Federal Policy Initiatives Related to Healthcare
Discriminatory practices are reflected throughout the history of the United States.
Prior to the Civil Rights Act of 1964, legally sanctioned discriminatory practices
enforced separate but equal access to housing, schools, and healthcare (Narayan &
Scafide, 2017; Reynolds, 2004; Smith, 2015). These discriminatory laws, known as Jim
Crow laws, imposed separate accommodations in healthcare. In smaller communities,
African Americans were cared for in basement wards or separate wings. In larger cities,
African American hospitals were older buildings vacated after new facilities for
Caucasian populations had been built.
Communities were also divided by race and created inequity and disparity.
Although the separation of the African American community caused disparities, it also
insulated the healthcare professionals and gave them freedom from White control (Smith,
1999). Sullivan (2013) asserted that this freedom provided the basis for the rise of the
African American middle class. African American physicians and dentists became
leaders in their community and nurses were perceived as competent and responsive to the
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needs of the segregated African American population (Hine, 1988; Smith, 1999). Thus,
the leadership exhibited by the African American healthcare professionals supports the
assertion that culturally congruent providers will improve outcomes for diverse
populations.
Although Jim Crow laws were deemed unconstitutional, resistance to
desegregation continued. Despite Brown v. Board of Education and mandatory
desegregation of schools in 1954, healthcare remained segregated (Reynolds, 1997).
Two landmark cases, Simkins v. Moses H. Cone Memorial Hospital (1963) and Cypress
v. Newport News Hospital Association (1967) provided the basis for eliminating legally
sanctioned discriminatory practices in hospitals. Hospitals were required to desegregate
under Title VI of the Civil Rights Act of 1964. However, a complete desegregation did
not occur until the federal government threatened to discontinue Medicare funding in
1968 (Reynolds, 1997, 2004; Smith, 2005). A history of discriminatory practices impacts
the health of African Americans today. The impact of discriminatory practices
negatively effects health outcomes.
Effects of Discriminatory Practices on Health Outcomes
The effect of discriminatory practices influences African American populations’
access to healthcare. Giger and Davidhizar (1997) asserted that African American elders
do not seek healthcare due to past discriminatory practices and a lack of trust in
healthcare providers. This view was supported by Shellman (2004), who asserted that a
lifetime of racial segregation, poverty, and a disregard of healthcare needs have
negatively impacted the health outcomes of African Americans elders. In a
phenomenological inquiry, Shellman (2004) interviewed seven African American elders
21

residing in the Northeast for the purpose of understanding the life experiences of the
participants. Multiple themes were illuminated, including stories of discrimination,
coping with discrimination, the hurt of discrimination, and themes of self-discovery.
The themes illuminated in the Shellman (2004) inquiry reflected the life history of
African American elder. Stories of discrimination in healthcare included a lack of equal
access to medications, seeing a provider if and when the provider chose to care for the
person, walking miles to see the provider, and entering through a back door. The strength
of this inquiry was a well-designed study that was credible and auditable. The limitation
of this study was that findings cannot be extrapolated to a larger population. However,
the findings supported the assertions that past and current discriminatory practices, a
distrust in the healthcare system, and distrust in the dominant race has contributed to
health disparities in the African American population (Shellman, 2004). A theme that ran
through the interviews was the surprise that the African American elders felt that
someone cared enough to ask them about their experiences. Asking is caring was the
underlying message of this study. This assertion that has relevance for nursing practice.
Additionally, ethnically congruent healthcare providers may engender trust in African
American populations, specifically elders.
Health care providers who engender trust may increase healthcare seeking
behaviors of patients and improve health outcomes. Ethnically congruent healthcare
providers can improve care to diverse and vulnerable populations (Gates & Mark, 2012;
Phillips & Malone, 2014; Sullivan, 2004). The current effects of a history of disparities
and discrimination must be examined as the examination illuminates the need to improve
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access and care of African American populations. Additionally, the participants of the
current inquiry are a part of the larger population that faces these health inequities.
African American populations continue to experience inequities in both health
outcomes and access to healthcare. Ostensibly, Title VI of the Civil Rights Act was
created to provide equal access to services; however African Americans continue to
experience unequal access to healthcare and significant health disparities due to the
complex interaction of socio economic and environmental disadvantages (Ayalon &
Gum, 2011; Carthon, 2011; Danzer, 2012; Smith, 2005, 2015; Sullivan, 2004). African
Americans under the age of 25 experience a high school non-completion rate at 17.3%
compared to Caucasians at 7.3% (Centers for Disease Control Office of Minority Health,
2014). Populations who do not graduate from high school are more apt to live in poverty.
Among racial and ethnic groups, African Americans have the highest rate of poverty,
28% compared to Hispanics, 26%, and Caucasians at 9.9%. African Americans
experience a disproportionate unemployment rate at 11.6% compared to 7.5 % of the
Caucasian population (Agency for Healthcare Research and Quality, 2013). Thus,
poverty and unemployment are intertwined. Additionally, those who are unemployed do
not have access to employer provided health insurance. Poverty and unemployment are
also entwined with hazardous living conditions. African Americans are 1.7 times more
likely to live within three kilometers of a hazardous waste facility, and have a
disproportionate number of adverse health outcomes related to asthma and cancer due to
environmental factors than Caucasian populations (CDC, 2013). Although
cardiovascular disease is the leading cause of death within all populations, the rate of
premature death in African Americans is 29 % higher than the Caucasian population from
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diseases of the heart, while the rate of death from cerebral vascular accidents is 40%
higher (Agency for Healthcare Research and Quality, 2013). Therefore poverty, limited
education, inadequate access to healthcare, and harmful environmental factors lead to
poor health outcomes. Additionally, a mistrust in the healthcare system may impede care
and intensify health disparities.
Current Perceptions of the Healthcare System
Patient negative perceptions of the healthcare system may contribute to poor
health outcomes. Sullivan (2004) concluded that bias, prejudice, and stereotyping by
healthcare providers contribute to healthcare disparities. Perceived discrimination and
stress due to racism contributes to chronic stress related health disparities, poor birth
outcomes, and mental health disorders (American Psychological Association, 2014;
Beatty et al, 2011; Lyles et al, 2011). Perceived racism negatively impacts health
outcomes. In a mixed methods study, Campesino, Saenz, Choi, and Krouse (2012)
administered questionnaires to Hispanic and African American women (n=39) who had
been treated for breast cancer within six months of the study. The purpose of the study
was to examine the incidence of perceived discrimination. Interviews with the group
were also conducted. Participants perceived disrespect from providers due to the
participants’ skin color and ethnicity, and that ethnicity affected their level of care (46%).
Although limited by the sample size, this inquiry described perceived discrimination in
the healthcare system based on ethnicity. Perceived discrimination can be based on
stereotype threat.
Stereotype threat may impact performance. Stereotype threat occurs when cues
within the environment create a feeling that a person is at risk for confirming a negative
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stereotype concerning his social group (Steele & Aronson, 1995). Those who are
stereotyped will live up to that expectation. A frequent example is the stereotype that
girls do not perform well in mathematics and science. Girls may internalize this
stereotype and, in fact, do not excel in those academic areas (Spencer, Steele, & Quinn,
1999). Stereotype threat based on racism is illustrated in the Steele and Aronson (1995)
study where the researchers demonstrated that African American college students
performed poorly on standardized tests when their race was emphasized and were more
successful when race was not emphasized. Stereotype threat may lead to poor cognition
and memory, anxiety, negative emotions, and feelings of disenfranchisement (Burgess,
Warren, Phelan, Dovdio, & van Ryn, 2010). Stereotype threat may also impede
advancement within the work environment. Additionally, stereotype threat may
influence health outcomes.
Stereotyping may negatively impact health outcomes. Stereotype threat may
impact the relationship between the healthcare provider and the patient, resulting in
missed appointments, failure to refill prescriptions, and failure to participate in health
screenings, thus leading to poor health outcomes (Campesino, Saenz, Choi, & Krouse,
2012; Chen & Yang, 2014). Although stereotype threat has been investigated in relation
to healthcare and education, further research may illuminate the issues of stereotype
threat, how it impacts the success of African American nurses within the healthcare
system, and how the structures are maintained that allow for this threat to continue.
Additionally, stereotype threat may negatively effect psychological empowerment by
reducing feelings of agency or self-efficacy. Psychological empowerment will be
explicated in the review of literature surrounding nurse empowerment. Stereotype threat
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may also lead to feelings of distrust in the healthcare system. Mistrust in the healthcare
system may lead to poor health outcomes.
Mistrust in the healthcare system is associated with under-utilization of health
services, including preventative care (Laveist, Isaac, & Williams, 2009). In a random
telephone survey, 327 African Americans were surveyed regarding the association of
distrust in the healthcare system and utilization of healthcare services. Feelings of
distrust were associated with failure to adhere to medical advice (p< .01), failure to keep
a follow up appointment (p=.01), postponing receiving needed care (p=.01), and failure
to fill a prescription (p=.002). The strength of this study was randomization of the
participants and robust statistical modeling. However, statistical power was not reported
in the analysis. The limitation of the study was the restriction of participants to one city;
therefore, findings may not be transferable to other geographic areas.
Distrust in the healthcare system is widespread within the African American
population. The aforementioned findings were substantiated in a quantitative study that
sought to identify racial differences in healthcare system distrust (Armstrong et al, 2013).
In a telephone survey, 762 African American and 1267 Caucasian adults were randomly
selected and surveyed regarding their feelings of racial discrimination and distrust in the
healthcare system. The researcher suggested that African American adults in this sample
had a higher level of distrust in the healthcare system that was associated with
experiences of discrimination. The strength of this study was the use of random sampling
and a strong statistical model. However, the author identified many limitations of the
study. These limitations included difficulty measuring racial discrimination and the use
of a cross-sectional model that does not determine causality between feelings of racial
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discrimination and distrust in the healthcare system. However, distrust in the healthcare
system was substantiated in other inquiries.
Distrust in the healthcare system may contribute to poor health. The previous
findings were corroborated in a quantitative study that investigated the relationship
between a high distrust in the healthcare system with poor, self-rated health (Chen &
Yang, 2014). Through a telephone survey of a randomly selected sample of Caucasian
and African American adults (n=9880), the researchers identified that perceived
discrimination against African Americans had a significant, positive association with
distrust of the healthcare system (p=.001). The presentation of statistical modeling
provided validation of the findings, although statistical power was not described. Limits
of the study included a cross-sectional study whereby cause and effect between distrust in
the healthcare system and self-rated health could not be confirmed, and self-reporting of
experiences may have biased the findings. However, further inquiries validated feelings
of mistrust in the healthcare system and health seeking behaviors.
In a longitudinal quantitative study from 1997 to 2003 African American women
number 47,228, were surveyed every two years, reporting health screening behaviors
(Mouton et al, 2010). Using a logistic regression analysis, the investigators indicated that
as exposure to racism increased, participation in health screenings, including Pap smears
and mammograms, decreased. The strength of this study was a robust method of data
analysis and attainment of statistical power. The weakness of the study included selfreporting of perceived racism and screening behaviors that may have influenced the
findings. Self-reporting in epidemiological studies may introduce systemic bias during
data analysis (Baily & Handu, 2012). Memory lapses, misinterpretations, simplifying,
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and modifying answers to be considered socially acceptable, may impact the
interpretation of the data. African American women have a history of experiencing
racism in the healthcare system.
History of African American Women in Nursing
African American women, specifically, have experienced systematic oppression
and marginalization. Until the 1970s, compulsory eugenic laws forced some African
American women to undergo forced sterilizations to maintain White racial purity
(Patrick, 1996). Sideshow displays of African women, called Hottentots, in the 1920s
objectified the African American female body (Washington, 2008). Thus, historically
African American women have faced significant oppression, sexualization, and racism.
Specifically, African American nurses have experienced significant oppression through
discriminatory practices in education and a lack of professional opportunities (Carnegie,
2000).
A review of the history of African American nurses demonstrates significant
oppression and illuminates the careers of strong leaders. African American nursing has
been practiced for centuries (Davis, 1999). On the continent of Africa, tribal medicine
and herbal remedies provided the basis for healing and rudimentary practitioners were
apprenticed into healing practices. In the antebellum south, female slaves worked as
nurses and cared for both slaves and owners. Slave midwives were hired out to
surrounding families and proved a profitable investment for the plantation owners. The
household nurse, “Mammy,” interacted with owners and was considered “aristocracy” of
the slaves (Davis, 1999, p.5). In the free states of the North, discrimination against
African Americans in general and African American women was widespread. While
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travelling with families to the North, African American nurses were frequently refused
service by African American waiters and bellmen. Thus, during the pre-Civil war era,
African American women and nurses experienced oppression and racism.
Although African American nurses faced racism and oppression, not all were
enslaved Nurses in the South, who earned their freedom, began schools of nursing and
hospitals. These schools of nursing included Hampton School of Nursing in Hampton,
Virginia, St. Philip’s School of Nursing in Richmond, Virginia, and Lincoln Hospital and
School of Nursing in Durham, North Carolina (Carnegie, 2000; Reynolds, 2001). Many
of the schools closed or were subsumed by larger institutions in the 1970s. In segregated
Boston, prior to the civil war, Mary Eliza Mahoney attended the New England Hospital
for Women and Children, becoming the first African American professional nurse
(Davis, 1999). During the civil war, Sojourner Truth, born a slave, became an
abolitionist, Underground Railroad agent, and nurse (Carnegie, 2000). After
emancipation, she worked with the Freedman’s Bureau in Washington, D.C. as a nurse
and counselor. Hence, African American nurses demonstrated courage and leadership
skills.
Leadership was also demonstrated by Harriet Tubman. Although best known for
her role in the Underground Railroad, former slave Harriet Tubman also served as a nurse
during the civil war (Carnegie, 2000). Initially, Tubman was sent to Gullah Island in
South Carolina to care for former slaves left behind when slave owners fled ahead of the
Union Army invasion. Additionally, she held the position of matron nurse at the Colored
Hospital, Fort Monroe, Virginia. In later years, Tubman opened her home to care for
aging African Americans in Auburn, New York. Known as an abolitionist, a suffragette,
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a civil war spy, teacher, and social reformer, Tubman embodied the ideal of leadership.
Despite the work of Tubman and others, legally sanctioned discriminatory practices were
the norm in the post-Civil War era.
Legally sanctioned discriminatory practices were evident throughout the United
States. Black Codes and Jim Crow laws promoted strict patterns of segregation and
discrimination of the African American population during the post reconstruction era
(Carnegie, 2000; 2015). Thus, segregated diploma and baccalaureate nursing programs
came into existence, financially supported by the African American communities
(Carnegie, 2000; Hine, 1988; Reynolds, 2001). Lincoln Hospital’s School of Nursing in
Durham, North Carolina was representative of many of the segregated schools of nursing
throughout the southern states (Reynolds, 2001). Although segregated, the schools
offered African American women educational opportunities.
Educational opportunities within segregated schools continued through 1971.
From 1903 through 1971, Lincoln Hospital provided the opportunity for education as
nursing was one of the few careers available to women, and the segregated school
admitted African American women (Wicker, 1994). Graduates of the program went on
to be administrators, educators, and clinical practitioners. Like other segregated nursing
schools, the school was closed with the last class graduating in 1971. Although these
nursing schools were considered rigorous within the African American healthcare
community, Caucasian nurses, physicians, and administrators considered these schools
and their graduates inferior (Hine, 1988). Administrators reported that African American
nurses concealed errors and were unsuited to supervisory positions in hospitals. The
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opposing perceptions of the segregated nursing schools contributed to the bias against
African American nurses.
Bias against African American nurses was also evident in hiring practices.
During the early 20th century, many Visiting Nurse Associations refused to hire African
American nurses due to the belief that these nurses were educationally inferior to
Caucasian nurses (Hine, 1988). If African American nurses were hired in public health
settings, they were treated as social inferiors and rarely given supervisory positions.
Additionally, they were paid at a much lower salary. However, African American nurses
were held in high esteem in the African American communities and, therefore, could
advocate for the health of these populations. Specifically, community and public health
nurses were respected by their communities and were integral in care of the populations.
Public health nurses were responsible for health of populations and engendered
the trust of communities. Eunice Rivers exemplified the portrait of a “good country
public health nurse “ (Hine, 1988, p. 189). Graduating from the Tuskegee Institute’s
nursing program in 1922, Rivers was a public health nurse in rural Macon, Alabama.
Providing health education for African American women, Rivers had also worked in the
Bureau of Vital Statistics. The combination of exemplary public health communication
skills and her background in data collection made Rivers an optimal choice for a job
within the Tuskegee Syphilis Experiment.
As a public health nurse, Rivers was trusted by the community. Rivers’ pivotal
role in the Tuskegee Syphilis Experiment has been the topic of many ethical arguments
(Kearns, 2013). Scholars view her as complicit in preventing the study participants from
receiving treatment for syphilis; others view her as an African American nurse used to
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complying with orders from Caucasian male physicians (Hine, 1988). The complexity of
her reasons may be found within the culture of the Jim Crow south, her role as a
subservient nurse and African American woman, and her role as an employee of the
Public Health Service. Rivers was interviewed only once. She described herself as a
public health nurse who had earned the trust of the community (Kearns, 2013). She
viewed herself as caring for the sick and impoverished community and viewed the
participants of the study as patients and not research subjects. Although Rivers was
integral to the Tuskegee Project and was a respected public health nurse, African
American nurses continued to experience bias and racism.
African American nurses faced many barriers to success. In addition to
discriminatory practices within the work environment, the role of African American
nurses in professional organizations was limited. The American Nurses’ Association first
allowed African American nurses membership in 1948 (Carnegie, 2000; Hine, 1988).
State Nurses Associations in the south continued to refuse admittance of African
American nurses into the organizations. Elizabeth Carnegie, Dean of Nursing Education
at Florida Agricultural and Mechanical College, led the fight for admittance of African
American nurses into the Florida State Nurses Association. By 1952, African American
nurses attended business meetings of the Association but were still barred from the
luncheon (Hine, 1988). African American nurses faced discriminatory rules and
professional bias. Although able to participate in meetings, integration of professional
organizations would take decades.
African American nurses did not receive full acceptance to professional
organizations for many years. By 1980, all State Nurses Associations had become fully
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integrated, and African American nurses became leaders within the discipline with
Barbara Nichols who served as the first African American president of the American
Nurses Association from 1978 through 1982 (Carnegie, 2000). Nichols was followed by
Beverly Malone, as the American Nurses Association President from 1996 through 2000
who then became the first African American Chief Executive Officer of the National
League for Nursing from 2007 to the present day. Malone was ranked 29th of the 100
most powerful people in healthcare by Modern Healthcare Magazine (National League
for Nursing, 2013). Although Malone exemplifies the increasing power of nurses,
specifically African American nurses within the healthcare environment, African
American nurses are still members of an oppressed group. Oppressive and
discriminatory practices are evidenced through adjudicated disputes.
Case Law
On July 2, 2001, Beverly Enterprises settled a United States Equal Opportunity
Employment Commission (EEOC) $2.1 million racial harassment lawsuit. Nine
individuals filed a complaint of violation of civil rights under Title VII of the Civil Rights
Act of 1964. The nine former employees stated that the administrator of a nursing home
in Bridgeton, Missouri used racial slurs, unlawful discharges, and racial harassment
against the African American employees, including Registered Nurses. Unfair hiring
practices were demonstrated through coding of applications where smiling faces were
drawn on the applications for White applicants and faces with frowns for African
American applicants (United States Equal Employment Opportunity Commission
[EEOC], n.d.). The administrator’s position was terminated, and Beverly Enterprises
revised reporting and investigation procedures for allegations of racial discrimination. In
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addition to hiring practices, civil rights violations were demonstrated in facilities’ actions
of managing racist patients.
In May 2005, the EEOC secured a $500,000 settlement against a nursing home in
Puyallup, Washington for violation of civil rights under Title VII of the Civil Rights Act
of 1964. The EEOC (n.d.) found that an all-White management team developed a care
plan for a White resident in which the family’s request for “no colored girls” care for the
resident was documented and followed. The administration tolerated use of racial slurs,
including referring to an African American nurse as a “slave.” Additionally, nursing
administrators assigned African American nurses to the night shift and Caucasian nurses
to the day shift. One African American nurse was denied promotion to an administrative
position despite years of experiences and being qualified for the job.
In December 2010, the EEOC secured monetary compensation for a violation of
civil rights in assignment of home caregivers in Anne Arundel County, Maryland. The
home care agency acquiesced to requests from families that African American caregivers
were not to enter the homes. Patient care plans were coded by circle dots for those
families who preferred Caucasian caregivers and nurses (EEOC, n.d.). In addition to a
violation of civil right, facilities who acquiesced to racist patients were found to have
created a discriminatory and hostile work environment.
In Chany v. Plainfield Healthcare Center (2010), the 7th Circuit Court of Appeals
found that the Indiana Healthcare Center supported a discriminatory and hostile work
environment. Written resident care assignments instructed the nurse aides that a patient
"Prefers No Black CNAs." In Battle v. Hurley Medical Center in Detroit, Michigan
(2013), the defendant, Hurley, reported that a father of a Caucasian infant requested that
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no African American nurses were to care for the infant. The administration acquiesced to
this demand. Ultimately, this lawsuit was settled out of court for an undisclosed
monetary award.
In Harris v. The Queen’s Medical Center (2018), a jury in the 1st Circuit Court of
Hawaii awarded a Registered Nurse $3.8 million in punitive and personal damages after
allegations of racist harassment, unfair and dangerous work assignments, and emotional
distress. Allegations of abuse included a photograph of a hangman’s noose on her locker.
Additionally, she reported that she was given unsafe assignments in the Intensive Care
Unit that violated state requirements. Finally, despite reporting multiple instances of
racism to administration, threats continued.
The anecdotal court cases exemplify the discriminatory and racist barriers that
African American nurses face. These experiences may lead to feelings of
disenfranchisement and powerlessness (Robinson, 2013; Wilson, 2003, 2007). Feelings
of oppression, powerlessness, and disenfranchisement may lead to nurses leaving the
profession. Although African American nurses experience oppression, nurses in general
may be considered in an oppressed group.
Nurses as an Oppressed Group
The Centers for Disease Control (2014) identified nurses as the least powerful
group in a healthcare organization and, thus, vulnerable to lateral violence, limited
autonomy, and lack of representation in decision making at the administrative level.
Nursing has experienced oppression and subordination forced upon the profession by the
paternalistic medical model of healthcare (Roberts, 1983; Roberts, 2000). Until the
1980s, nurses would rise when a physician came to the nursing unit. Frequently nurses
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would give their seats to physicians. Sokoloff (1992) described nursing as a “semiprofession” (p.8). The author characterized nurses as “handmaidens” to the medical
professions and stated that nursing work “flows directly from the doctor’s orders and is
defined as a subordinate part of medicine” (Sokoloff, 1992, p.8). Oppression of nurses
has also been reinforced through feminine and professional socialization, sexualization of
nurses in popular media, and nursing education and thus must be critiqued (Price &
MCGillis, 2014; Roberts, 1983, Roberts, 2000; Ten Hoeve, Jansen, & Roodbol, 2013).
Thus, the hierarchy of the interdisciplinary team must be examined to illuminate
oppressive mechanisms.
The characterization of nurses as an oppressed group was supported by Dubrosky
(2013). As the profession of nursing is predominantly comprised of women, the act of
nursing is known as women’s work within a patriarchal society. Additionally, as
women’s work, nursing care goes largely unacknowledged. As the non-dominant group
within the healthcare system, nurses also take on the character of an oppressed group
with increased horizontal violence or bullying of others within the profession. This
lateral violence and oppressed group behavior may impact job satisfaction and nurse
retention (Roberts, DeMarco & Griffin, 2009). Lateral violence must be addressed to
improve work satisfaction and improve retention.
Lateral violence negatively impacts work satisfaction. Roberts, Demarco and
Griffin (2009) suggested that lateral aggression directly impacts nurse satisfaction
retention and satisfaction. Sofield and Salmond (2003) validated this statement in a
quantitative, descriptive correlational inquiry that examined verbal abuse of Registered
Nurses, influencing intent to leave the job. The researchers used Roberts (1983) behavior
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of oppressed groups as the framework for the study. In a randomized sample, the 461
registered nurses answered questionnaires regarding experiences of incidence verbal
assaults, prevalence and sources of verbal abuse, and behavioral responses of verbal
abuse.
A total of 91% of the respondents had experienced verbal abuse with 67% of
those respondents reporting one to five incidents within the past month (Sofield &
Salmond, 2003). The most common source of verbal abuse was physicians (57%),
patients (56%), patients’ families (56%), peers (28%), and supervisors (16%). The nurses
were also asked if they had left a previous position due to verbal abuse with 13.6%
replying affirmative. Additionally, participants agreed that they would leave the job due
to verbal abuse, and the respondents also believed that abusive incidents increased staff
turnover and that verbal abuse contributed to the nursing shortage (33.4%). The study
had a strong design with a well- defined theoretical framework. The researchers,
however, did not describe methods of data analysis, nor did they present any information
on the data other than percentages. The inquiry may be strengthened by adding a
qualitative component that explicates the nurses’ experiences of abuse. As with most of
the literature in this review, the researchers identified potential strategies and focused on
what administration could do to alleviate verbal abuse, thereby decreasing potential for
staff turnover. Nurses were not asked for potential processes that may improve their work
conditions. Demographics related to ethnicity were not included in the study.
Nurses not only leave their current work place due to oppressive mechanisms,
nurses leave the profession due to lateral violence. Tinsley and France (2004) conducted
a phenomenological inquiry. Participants included five Caucasian female Registered
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Nurses with 12 to 23 years of experience in the nursing profession were interviewed with
the purpose of explicating their experiences of leaving the profession. Three structures
arose including the theme of “I love it….this is what I want to do…” (Tinsley & France
2004, p.9), suffering, and exodus. The participants described episodes of nurse abuse,
both from within and without the profession. Nurses reported abuse of other nurses,
minimal support from the administration, and lack of equity in career advancement. The
nurses reported feelings of burnout and stress with resultant physical symptoms, such as
insomnia and headaches. The participants all reported that they attempted to recapture
the feelings that had initially led them into the profession of nursing. Finally, the nurses
described their exodus from the profession. Common catalysts for leaving the profession
included long hours, mandatory overtime, and being called in on their days off. The
researchers reported that the synthesis of unity within the dialogue was the phenomenon
of oppression. This well-designed study included a defined theoretical framework,
adherence to the constructs of the method, and resonance. The authors suggested that to
improve retention of nurses, nurses must be regarded as strategic assets by the profession
and the institution. Additionally, the participants in this study lacked ethnic diversity. If
replicated with African American nurses, the themes may be altered as African American
nurses have a long history of oppression and face barriers related to racism. A review of
the literature revealed experiences of African American nurses.
An early inquiry revealed experiences of African American nurses. Goldstein
(1960) described the only investigation of experiences of integration of African American
nurses in hospitals. The study was conducted prior to the Civil Rights Act of 1964 in a
Midwestern city between 1951 and 1952. The author suggested that the culture of the
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organization and administrative support of the nurses influenced their experience of
integration of African American nurses. This finding was supported by Fryer (2009).
Organizational support and culture influenced African American nurses’ intent to stay in
the profession.
In a phenomenological inquiry conducted in Michigan, Fryer (2009) investigated
reasons that African American nurses stay in the profession. The investigator interviewed
African American nurses (n=20) with 15 years of experience located in Michigan.
Themes of a welcoming and innovative culture within the healthcare system influenced
African American nurses’ satisfaction and intent to stay in the profession. Other factors
included leaders allowing the nurses’ autonomy to make patient care decisions, nurse
leaders being flexible in meeting personal needs, salary and benefits of the nurses,
appropriate patient workload, and excellence in patient care. Although the research
questions included identification of possible barriers in the nurses’ careers, the following
question was strategies organizational leaders could take to help overcome those barriers.
This inquiry did not explicate unequal power structures or processes nurses
recommended for improving the work environment. The focus of the inquiry was what
administration could do for African American nurses; nurses were passive participants in
the inquiry. Although autonomy was mentioned in the findings, autonomy was given to
the nurses by the healthcare management. Empowerment of the participants was not
addressed. The theme of autonomy was congruent with the findings from a qualitative
descriptive inquiry that investigated issues related to work-family conflicts occurring
with African American nurses in the Southeastern United States (Gipson-Jones, 2005,
2009). Autonomy was linked to job satisfaction.
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Experiences of autonomy was linked to job satisfaction. However, potential
work-family conflicts may impact job satisfactions. African American nurses, who
worked within the African American community, described positive experiences of
autonomy; themes of intrinsic satisfaction were also revealed, when discussing caring for
elder African Americans (Gipson-Jones, 2005). In a mixed method study, using a
descriptive correlational design, focus groups were used to determine the association of
work family conflict, job satisfaction, and psychological well-being. Additionally, the
investigator sought to examine the relationship between work-family conflict and job
satisfaction on psychological well-being. Instrumentation included a job satisfaction
survey and midlife developmental survey.
The study sought to describe the experiences of African American nurses.
Participants were African American (n=79) licensed practical nurses and registered
nurses enrolled in the bachelors, masters’ or doctoral programs (Gipson-Jones, 2005).
The nurses described a desire for flexible self-scheduling and supportive management.
The nurses reported that work-family conflict, compounded by feelings of discrimination
and perceived racism, negatively impacted their job satisfaction, including unfairness in
workload, pay, promotion, and scheduling. The nurses reported that spirituality was how
they adapted to adverse work practices. However, upon reflection, the nurses reported
that inability to care for family members would be the main reason to leave the
profession. As the study used a correlational design for the quantitative method,
inferences of cause and effect between the independent and dependent variables cannot
be substantiated. Additionally, the participants were all students in different programs
from a variety of work settings; this lack of homogeneity of the participants may
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influence the interpretation of the data from focus groups as the nurses have significantly
varied professional and educational experiences. The participants were all students; thus,
the added stressor of school may impact both the quantitative and qualitative findings.
The investigator concluded that healthcare administrators must develop family-friendly
work policies and conduct cultural sensitivity training. The investigator did not ask the
participants what they would suggest as processes to improve the work environment nor
was there a discussion of empowerment.
Experiences of racism may also impact job satisfaction. In another
phenomenological inquiry, ten nurses with varied educational and professional
backgrounds were interviewed to explore the experiences of racism among African
American nurses with over ten years of professional experience (Alexander -Delpech,
1997). Themes of professional and social isolation, unfair assignments, and lack of
opportunity for advancement were identified. The participants identified that others
perceived them as not capable due to their ethnicity and that Caucasian nurses were
privileged. Although a brief history of African America nurses was presented, the
investigator did not address recent or remote historical issues within the analysis.
Additionally, six of the ten participants were from the Caribbean, which may have
influenced their perceptions of the phenomenon. Hegemonic structures were not
discussed, nor did the participants engage in processes that may improve their
professional situation. The investigator did state that the participants found it “cleansing
to talk about experiences” and recommended that future inquiries ask the question “what
was it like to talk about your experience” (Alexander-Delpech, 1997, p. 47). This
concept is congruent with Hill-Collins’ (1990; 2000) assertion that through an emerging
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self-awareness, the woman recognizes power and oppression in her daily life, which leads
to changed consciousness. Through self-awareness, the woman is empowered.
However, experiences of racism were evident in other inquiries.
Themes of racism were identified in Wilson’s (2002) phenomenological inquiry
of African American nurses’ experiences in Louisiana. The nurses (n=13), earning varied
undergraduate degrees, participated in semi structured interviews and a focus group. The
nurses reported that connecting with patients and providing holistic care were positive
work experiences. Themes of spirituality and religion influencing care also were
illuminated. The African American nurses did report common experiences of oppression,
racism, prejudice, and discrimination from both patients and co-workers. The nurses
reported a sense of having no voice and powerlessness. Although the nurses reviewed
the data for accuracy, there were no recommendations by the nurses that would improve
professional experiences. Additionally, while the nurses described feelings of
powerlessness, there was no description or dialogue regarding empowerment nor did the
nurses suggest processes that may improve the work environment. A significant
weakness of this inquiry was the violation of the principles of a hermeneutic inquiry.
Wilson (2002) identified the study as interpretative hermeneutic; however, the
investigator used the technique of bracketing that is incongruent with the philosophical
tenets of interpretative hermeneutics. Munhall (2010) described bracketing as the
“putting aside personal knowledge and biases” (Munhall, 2010, p. 219). Hermeneutic
phenomenology requires the researcher to identify biases and personal history and enter
the hermeneutic circle with participants for a full examination of the experience (Tufford
& Newman, 2010). Thus, Wilson’s own experiences as an African American nurse were
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not illuminated within the final interpretation of the data. Identifying the role of the
investigator within the hermeneutic circle would have strengthened the study. The theme
of oppression and racism were evident in the previous studies that were conducted in the
United States.
Themes of oppression, prejudice, and discrimination were similar to those
illuminated in a qualitative feminist participatory inquiry conducted with Maori nurses
from New Zealand (n=13) and African American nurses in the United States (n=13)
(Giddings, 2005). The nurses all had at least one year of experience within the profession
and had varied racial, cultural, and sexual identities. Demographics of the population
were not included in the description. Life stories of all the nurses were similar. The
overarching theme that illuminated hegemonic structures within the profession was of the
nurses not fitting into nursing and “White nurses are good” (p. 310). This theme was
supported by the theme of assumed homogeneity, serving to reinforce negative
stereotypes, episodes of marginalization, pressures to conform, trying to survive by
denying their cultural identity, and copying the dominant culture of Caucasian nurses.
Further studies may focus on one cultural group in one geographic location to explore the
phenomena in more detail.
Roberts (2000) conceptualized nurses as an oppressed and marginalized group
due to the hegemonic practices of healthcare that maintain unequal status. Characteristics
of oppressed group behavior included passive aggressiveness and low self-esteem due to
a lack of power. Lateral violence or nurse-to-nurse bullying occurs as nurses attempt to
emulate those who hold power. Power, in this instance, was defined as having control,
influence, or domination over a person or group (Chandler, 1992). Nursing literature
43

reflects multifaceted representations and definitions of power. Other types of power
include remunerative, normative, legal, coercive, and expert (Conger & Kanugo, 1988).
Expert power in nursing has been described as having the skills and knowledge that are
useful to others (Manojlovich, 2007). Benner (2001) described the power of nurses’
caring practice. By caring for others, nurses have power. However, environmental and
institutional structures must be in place that allow for caring practices to be enacted.
Manojlovich (2007) asserted that powerless nurses are ineffective nurses and may leave
their positions or the profession. Thus, to address issues resulting from systematic
oppression of nurses, specifically African American nurses’ empowerment of nurses
must be examined.
Empowerment
Multiple disciplines have varying definitions of the term empowerment.
Empowerment is a multifaceted and abstract concept that can be viewed as a process or
an outcome (Gibson, 1991). Structural empowerment theorists describe empowerment as
power given to employees by the organization (Bradbury-Jones, Sambrook, & Irvine,
2008; Conger & Kanungo, 1988; Kanter, 1993). Psychological empowerment theorists
assert that empowerment is complex and arises from internal personality traits interacting
with the environment, feelings of self-efficacy, and a process that allows individuals,
groups, or organizations to have mastery over their own affairs (Rappaport, 1987;
Spreitzer, 1996). Lastly, critical social theories of empowerment arise from Habermas,
Freire, and feminist theories whereby empowerment is a process of uncovering
hegemonic structures that oppress others (Gulbrandsen & Walsh, 2012). Manojlovich,
(2007) asserted that empowerment of nurses may arise from three components: (a) a
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workplace that has the requisite structures to promote empowerment; (b) a psychological
belief in one’s ability to be empowered; and (c) acknowledgement that there is power in
the relationships and caring that nurses provide. Manojlovich (2007) described
relationship and caring empowerment through a feminist lens. Critical social
empowerment is also described within the constructs of relational empowerment. In a
review of the literature related to empowerment, theoretical frameworks are separate, and
the locus of control varies from internal sources to external structures. Locus of control
from external sources may be found in descriptions of structural empowerment.
Structural Empowerment
A review of structural empowerment must begin with Kanter (1993). Early work
in managerial empowerment theory described the process of empowerment as that of
administration giving power to employees to act or make decisions (Bradbury-Jones,
Sambrook, & Irvine, 2008; Conger & Kanungo, 1988). Kanter (1993) described the
theory of structural empowerment as organizational structures, accessible to all
employees that are necessary to empower individuals. Through these structures, the
organization is effective and successful. Organizational structures include tools,
information, and administrative support that increase employees’ skills. Through
improvement of skills and knowledge, employees will be able to make informed
decisions, and the organization will benefit. Kanter (1993) posited that power arises from
formal and informal sources. Formal power arises from the elements of the job.
Individuals holding formal power are highly visible within the organization, have
decision-making authority, and are integral to the organization. Informal power arises
from social relationships and communication channels within the organization. For an
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organization to be effective and successful, leaders must promote structures that give
employees access to resources that will lead to empowerment.
In addition to accessing resources and open communication, organizations must
also have other processes in place to empower employees. Organizations with high
empowerment structures provide employees access to advancement within the
organization and opportunities to increase skills and knowledge (Kanter, 1993).
Employees must have access to resources, including financial means, time, and
opportunities to complete their work. Information that promotes job expertise and
understanding of the policies of the organization enhances empowerment. Finally,
employees must receive support that includes feedback and guidance from others within
the organization. High structural empowerment is strongly associated with job
satisfaction, commitment to the organization, and retention of employees (BradburyJones, Sambrook, & Irvine, 2008; Conger & Kanungo, 1988; Laschinger, Finegan,
Shamian, & Wilk, 2004; Laschinger, Wong, & Grau, 2013; Wong & Laschinger, 2013).
Thus, organizations with high structural empowerment increase employee satisfaction.
Albeit, structural empowerment places the locus of control on administrative policies and
practices.
The theory of structural empowerment is dependent on the organization despite
the personal characteristics of the individual. The impetus for empowering others is on
the side of the organization and administration, thus the locus of control is external versus
within the individual and may be the antithesis of empowerment. Freire (1970) described
a powerless person as one being viewed as an object to be acted upon versus a subject in
which the individual has control over his situation. Gulbrandsen and Walsh (2012)
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warned that externally imposed processes may oppress the individual as the locus of
control is external. To counteract the potential for oppressing individuals, the locus of
control must lie within the individual. Thus, psychological empowerment theories are
congruent with the definition of empowerment as the process by which people gain
mastery over their own matters (Rappaport, 1987). Psychological empowerment theories
move the locus of control from external sources to the individual. Thus, empowerment is
based within the individual.
Psychological Empowerment
Psychological empowerment places the emphasis on an internal locus of control.
Psychological empowerment is an individual’s perception of themselves within the work
environment (Spreitzer, 1996). Psychological empowerment is a personal attribute,
based on an individual’s strengths and abilities (Gibson, 1991; Manojlovich, 2007).
These strengths and abilities allow the individual to cope with life events, thus promoting
self-efficacy (Conger & Kanungo, 1988). Those with high psychological empowerment
feel able to manage life events. Conversely, Ozer and Bandura (1990) asserted that
empowerment occurs through an individual’s feelings of self-efficacy. Self-efficacy is
the personal belief that one can effect change or control events (Bandura, 1997). The
locus of control lies within the individual not external forces. However, Spreitzer (1996)
asserted that self-efficacy or personal agency is only one aspect of individual
empowerment. Within the concept of psychological empowerment, separate cognitions
are identified.
Four cognitions provide the foundation for psychological empowerment. These
cognitions include meaning, competence, self-determination, and impact (Thomas &
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Velthouse, 1990; Spreitzer, 1996). Meaning is conceptualized as the congruency between
the employee’s beliefs and job requirements. Meaning arises from the fit between the
individual’s beliefs, values, and behaviors and the organization. Competence refers to
the personal belief that one has the skills to be able to complete a task. The concept of
competence is a construct of self-efficacy. Self-determination is a personal sense of
choice in decision-making, thus the person has the autonomy to regulate actions. Impact
is the perception that the person’s actions have influence on the organization.
Psychological empowerment is a process as it begins with an interaction of the person
and personality traits with the work environment (Manojlovich, 2007). Interaction with
personality traits and the work environment shape the four cognitions that motivate
personal behavior (Spreitzer, 1996). Thus, those persons with high psychological
empowerment have a strong sense of self and agency. Those persons believe in their own
competence and ability to successfully complete tasks. Additionally, those with high
psychological empowerment may join together to effect change.
Psychological empowerment is a complex interaction between various factors.
Gibson (1991) suggested that empowerment is a synergistic interaction between people
and the environment as environmental and organizational structures influence individual
empowerment. Additionally, people come together to share resources and collaborate to
solve problems. This attribute is intertwined with Bandura’s (1997) assertion that those
with a high perception of self-efficacy attract support from others and develop strong
social relationships. Psychological empowerment contributes to work satisfaction,
retention, and intent to stay in the place of employment and the profession (Kuokkanen,
et al, 2014; Kuokkanen & Leino-Kilpi; 2001; Kuokkanen, Leino-Kilpi, & Katajisto 2002;
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Manojlovich, 2007; Moores, 1993; Sparks, 2011, 2012; Spreitzer, 1996). Rappaport
(1987) asserted that empowerment is a process and a psychological construct of
individual determination over one’s own circumstances and “social influence, political
power, and legal rights” (Rappaport, 1987, p. 121). Conceptualizing empowerment as a
political process is reflective of critical social theories of empowerment.
Nurses’ Empowerment
A growing body of literature describes nurse empowerment and is interwoven
with nurse retention and work satisfaction. Within the literature, common themes of
empowerment arise. These themes include autonomy, access to resources, workload,
interpersonal relationships, and supportive organizational structures (D’Antonio, 2012;
Wall, 2010). Organizational structures that impact nurse satisfaction and retention
include workload and resource availability that are directly related to job strain.
Autonomy, empowerment, and control over professional practice also improves nurse
satisfaction, decreases nursing burn out, and may positively impact patient care quality
(Donahue, Piazza, Griffin, Dykes, & Fitzpatrick, 2008; Wong & Laschinger, 2013).
Interpersonal relationships, including alliances with physicians, increase nurse
satisfaction (Wong & Laschinger, 2013). Nurses who experience control over their own
work environment and clinical practice demonstrate higher satisfaction levels than those
who are dominated by others (Manojlovich, 2007). Additionally, satisfaction is related to
retention of nurses (Cohen, 2009). Thus, to improve nurse retention and increase work
satisfaction work environments must promote both structural and psychological
empowerment.
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However, empowerment may not be limited to structural and psychological
factors. Indeed, empowerment of nurses may arise from three factors that include
organizational structure, psychological beliefs, and critical social theory (Manojilovich,
2007). Researchers, conducting inquiries of organizational structural empowerment and
psychological empowerment, specifically link these variables to the outcomes of nurse
satisfaction and retention (Kuokkanen & Ktajisto; 2003; Kuokkanen & Leino-Kilpi;
2001; Kuokkanen, Leino-Kilpi, & Katajisto 2002; Manojlovich, 2007). However, nurses
’individual perceptions of empowerment also contribute to the overall body of knowledge
related to nurse empowerment.
Nurses’ perceptions of empowerment. Nurses perceptions of empowerment
must be examined. Empowerment of school nurses was explored using a grounded
theory approach to the inquiry (Broussard, 2007). Ten female school nurses from the
public-school system in Louisiana were interviewed. The interviews gave rise to a
situation-specific theory of school nurse empowerment making a difference: the role of
the school nurse in the health of children in schools. Four themes were identified that
demonstrated the essence of the empowerment process. These themes included enlisting
support, getting through the day, maintaining control over practice, and adjusting to
challenges. The nurses enlisted support through establishing rapport with school
employees and support staff, gaining trust in the community, being a part of the
community, and assisting others to understand the role of the school nurse. The nurses
described activities that allowed them to get through their day. These activities included
being organized, maintaining a sense of humor, gaining access to resources, and
understanding the school system. Nurses maintained control over practice by
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collaborating with other school nurses, adjusting to lack of predictability, acquiring
formal education, gaining school nurse experience, and being self-confident. Finally,
adjusting to challenges, thus feeling empowered, was demonstrated through developing
resiliency, diplomacy, and tenacity. These themes are reflective of psychological
empowerment that include feelings of self-efficacy, strong interpersonal skills that attract
support from other, and the ability to develop strong social relationships that allow for
communal support (Bandura, 1997). Thus, the participants described psychological
empowerment as a sources of job satisfaction. A critique of the study reveals strengths
and weaknesses.
A critique of the study found multiple strengths and areas for improvement.
Broussard (2007) clearly described the process of empowerment of school nurses. The
description of the themes illuminated in the study was clear and use of direct quotes
added credibility to the findings. The categories identified offered new insights into the
topic of empowerment of school nurses. Limitations of this study include a lack of
introduction in grounded theory research and no description of the software used for data
analysis. The researcher described participants by nursing degree, number of schools and
children served, type of school, area of the school, background of the supervisor, and
location of the school nurses’ office. Explicating age, ethnicity, and years of nursing
experience would have strengthened the findings of this inquiry as attributes of
empowerment may be influenced by these variables. Specifically, ethnicity could be
examined as this inquiry occurred in Louisiana, which has a large African American
population. Additionally, the author did not identify limitations of this study. Future
research of this situation-specific theory may focus on specific groups of nurses that
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delineate age, ethnicity, and experience. Experiences of empowerment were also
investigated in Ireland.
Conceptualization of empowerment was illuminated in a qualitative inquiry of
Irish nurses’ and midwives understanding and experiences of empowerment (Corbally,
Scott, Mathews, Gabhann, & Murphy, 2007). Ten focus groups, numbering 93
participants, were held throughout Ireland. Nurses were asked about their understanding
of the term empowerment, examples of empowerment in their practice, and what
enhances or inhibits empowerment. When responding to understanding of the term
empowerment, the participants identified issues related to ambiguity of the term,
organizational aspects, workplace and personal power, and practice. Their experiences of
empowerment included organizational factors, management structures, professional and
interpersonal issues, and the historical legacy of nurses. The participants referred to three
areas when discussing their experiences of empowerment. These three areas included
professional respect, personal power, and control. Professional respect was being valued
by physicians, managers, and the public. The researchers identified that this theme was
not described as a major theme in previous literature.
In addition, the participants identified that personal power was related to the
nurse’s intrinsic motivation and was illustrated in feelings of self-efficacy beliefs and
self- esteem (Corbally, Scott, Mathews, Gabhann, & Murphy, 2007). The nurses reported
that having a perception or sense of control significantly contributed to a greater sense of
empowerment. This level of control was discussed through amount of workplace power
through organizational structures, and thus, this theme of empowerment was external to
the nurses. One theme was consistently identified through all focus groups. The theme
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education for practice was an antecedent to empowerment versus inherent to
empowerment. The participants perceived that nurses must have ongoing education to
become empowered. The importance of ongoing education is congruent with the concept
of expert power, whereby those who have knowledge hold power. Although there was no
theoretical framework or specific methodology identified for this qualitative inquiry, the
researchers clearly identified the themes in focus groups. This inquiry was conducted in
Ireland, and therefore, the findings may not be transferable to other countries or cultures.
Additionally, the participants were both nurses and midwives who have differing
educational backgrounds, work environments, and responsibilities. The authors did not
identify gender of participants, which may have influenced the results of this study. The
study may be strengthened by increasing homogeneity of the participants and identifying
a specific theory and qualitative method to provide a framework for the study. Further
studies explicated nurses’ perceptions of empowerment.
Perceptions of empowerment were illuminated in an exploratory mixed methods
study. Caucasian home healthcare nurses (n=15) described their perceptions of
empowerment (Williamson, 2005, 2007). Using open-ended interview questions, the
nurses were asked their definition of empowerment. The abstract identified the nurses’
definition of being empowered as independent, confident, trusting, and comfortable with
providing quality care. The nurses’ definitions within the article were vague and
included statements regarding the nurse’s ability to empower patients and families,
working together with others, and home care, itself, as empowering. The individual
statements of the participants are congruent with Benner’s (2001) description of caring
practices of nurses who empower patients. All the nurses identified themselves as
53

empowered. The nurses described empowerment as their independence of practice in
interactions with physicians, coordination of care for the clients and families, and
continuing education was necessary for gaining more knowledge. The nurses agreed that
expert knowledge was necessary for empowerment.
The inquiry also included a quantitative component. The same participants also
completed a survey that measured components of personal empowerment (Williamson,
2005, 2007). The nurses all perceived their empowerment as strong. The study did not
identify organizational structures impacting nurses’ empowerment. The limitation of this
study was the vague definition of empowerment within the article compared with a
specific definition of empowerment in the abstract. This dichotomy may be inherent of
the open-ended format of the questions that does not allow for a precise answer to a
question. Additionally, the format of the article was not clear, as the themes with
substantiating evidence were not highlighted and provided minimal resonance within the
findings. The author did not describe questions in the empowerment survey, nor was
there an expanded discussion of the survey as a method of triangulation of the qualitative
themes. Using semi-structured questions or providing more direction to the participants
during the interview process may strengthen the inquiry. Finally, highlighting themes
within the text, using direct quote and supporting evidence from the quantitative survey,
may increase readability. This study did not identify organizational structures that
promote empowerment. However, the literature does reveal the impact of organizational
structures on nurse empowerment.
Organizational structures and empowerment within nursing. Congruent with
early work in organizational empowerment theory, structures in the environment must be
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conducive for employees to be empowered. Wong and Laschinger (2013) investigated
the link between empowerment and leadership style. In a random survey, nurses (n=600)
were asked to describe leadership styles, work effectiveness, and work satisfaction.
Autonomy, empowerment, and control over professional practice improved nurse
satisfaction, decreased nursing burn out, and impacted patient care quality. Workload
and resource availability were directly related to job strain. Interpersonal relationships,
including alliances with physicians, increased nurse satisfaction. Leadership traits that
promoted empowerment of nurses included transparency, high ethical standards, and selfawareness. The authors described the statistical analysis in detail; however, power was
not addressed. Additionally, the demographic variable of ethnicity was not collected and,
therefore, not addressed in the statistical analysis. As study participants were Canadian
nurses, results may not be generalizable to the United States. However, empowerment
was significantly linked to satisfaction within the work environment.
Leaders within the work environment directly impact staff satisfaction and nurse
empowerment. Transformational leadership styles in nurse managers are linked to
empowering nurses and improving staff nurse satisfaction (Boormann & Abrahamson,
2014). Conversely, intention to quit and job dissatisfaction may be influenced by abusive
supervisory styles, including unfair task assignments, isolation, and personal attacks
(Rodwell, Brunetto, Demir, Shacklock, & Farr-Wharton, 2014).
The assertion that abusive supervisory styles lead to intention to quit and job
dissatisfaction was illustrated in a quantitative study. In a cross-sectional survey, nurses
(n=250) completed a survey designed to discover the link between abusive supervisor
styles and nurse satisfaction (Rodwell, Brunetto, Demir, Shacklock, & Farr-Wharton,
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2014). Nurses who reported experiencing abusive supervision reported personal and
health impacts as well as impaired function and satisfaction in the work place. The
strength of this study was the description of power and a robust statistical analysis. The
limits of the study included a cross-sectional design that does not imply causation
between the independent and dependent variables. Furthermore, self-selection of
participants may have led to bias and influenced the findings. Ethnicity of the
participants was not addressed as a variable, thus not accounted for in the final analysis.
Structural empowerment can be linked to nurse satisfaction. The previous
findings were supported by a cross-sectional, correlational study, using questionnaires
that measured the association between empowerment structures and nurses’ experiences
of emotional exhaustion (Wang, Kunaviktikul, & Wichaikhum, 2013). A random sample
of nurses (n=385) from the People’s Republic of China participated in the survey. The
investigators reported that there was a strong correlation between low empowerment
structures and high burnout rates. Higher empowerment structures correlated to feelings
of personal accomplishment. High empowerment structures and feelings of personal
accomplishment contributed to nurse satisfaction. Results were compared to previous
studies that demonstrated feelings of empowerment were lower than those in other
countries. This finding is not surprising as empowerment is an emerging concept in the
Chinese healthcare system. However, simply conducting the research in China and
asking questions related to the well-being of nurses demonstrated the importance of
empowerment of nurses. Job satisfaction and intent to leave organization may be
influenced by feelings of empowerment.
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Perceptions of high empowerment are linked to nurse retention. In a quantitative,
non-experimental predictive study, Larrabee, Janney, Ostrow, Withrow, Hobbs, and
Burrant (2003) evaluated predictors of job satisfaction and intention to leave. Using a
survey method of data collection, the researchers suggested that nurses (n=90) with
feelings of high empowerment were 2.4 times more likely to state that they had no
intention of leaving their current job. Additionally, nurses indicated that low job
satisfaction was significantly more likely to state an intention to leave their current job
(p<.0001). Job satisfaction was significantly associated with empowerment (p<.0001).
However, the study was limited by a convenience sample within a small geographic area
that may bias results and limit transferability. Ethnicity was not included in the
demographic information, therefore, not addressed as an independent variable in the
analysis.
The positive effects of empowerment on nurse satisfaction and intent to stay was
described in a quantitative study. Breau and Rheaume (2014) characterized
empowerment as opportunities for advancement and access to information, support, and
resources. In the study, intensive care unit nurses (n=533) responded to an online
questionnaire that measured structural empowerment, work environment, and nurse
satisfaction. Nurses who had greater access to structural empowerment opportunities
reported a healthier work environment and higher levels of satisfaction. Additionally,
nurse satisfaction, due to empowerment, had a high correlation with intent to stay in the
position. The strength of this study included a large sample and a robust statistical
analysis model. The limits of the study included a cross sectional design that did not
allow for causal explanations. Additionally, varying hospital and management structures,
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convenience sampling, and self- selection bias may have influenced the findings.
Ethnicity was not included in the demographic information, therefore, not addressed in
the analysis.
The concept of empowering nurses to promote retention was supported by
Zurmehly, Martin, and Fitzpatrick (2009). In a web based, correlational, descriptive
study was conducted with Registered Nurses (n=1335), designed to measure the
correlation between perceived levels of empowerment and intent to leave their current
position and intent to leave the profession. The researchers suggested that empowerment
was strongly associated with intent to leave the current position (p<.0001) and intent to
leave the profession (p=.0001). The strong research design, number of respondents who
constituted power, and a robust statistical model lend credence to the findings. However,
the findings may be biased due to self-selection and a convenience sample of a
population. Participants were limited to western Ohio nurses that may limit
transferability. Furthermore, ethnicity was not included in the demographic information,
therefore, not addressed in the analysis.
Research, related to organizational and structural empowerment, focused on
homogeneous populations or information related to ethnicity was omitted. All the studies
were quantitative designs, and participants were passive, both in the process of research
and in the process of empowerment. Including ethnically diverse nurses and adding a
qualitative component to fully explore the concepts of empowerment of African
American nurses may fill the gap left by these studies. Additionally, structural
empowerment presumes an external locus of control and ignores feelings of competency
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and self-efficacy. Examining psychological empowerment contributes to the holistic well
being of nurses.
Psychological empowerment within nursing. To fully examine empowerment
of nurses, psychological empowerment must be addressed. Conger and Kanungo (1988)
asserted that empowerment was a motivational construct and a personal attribute of selfefficacy. This concept is congruent with Bandura’s (1997) description of self-efficacy.
Those nurses who lack self-efficacy may feel vulnerable (Ozer & Bandura, 1990). Thus,
nurses who have a strong sense of self-efficacy will feel empowered. Staff nurses
reported feelings of vulnerability and a lack of empowerment, including feeling
undervalued, lack of control within the work environment, and being demeaned by
interprofessional interactions (Moores, 1993). However, in a grounded theory study,
Moores (1993) asserted that nurses (n=18), developed feelings of empowerment through
facing adversity. The processes to empowerment included confidence, comfort,
competence, credibility, and control. The researcher suggested that although nurses
belong to an oppressed population, individual nurses developed feelings of
empowerment. The well-designed study clearly identified the underlying methodology,
method of analysis, and generation of a theory. However, participants were passive in
creating knowledge. Moreover, this homogeneous sample may not be representative of
ethnically diverse nurses. Albeit, feelings of self-efficacy are the basis of psychological
empowerment, complex factors contribute to feelings of empowerment.
Kuokkanen and Lein-Kilpi (2001) explored the multiple factors that contribute to
psychological empowerment. Empowerment from individual nurses’ (n=30) point of
view was explored in a qualitative study. The aim of the study was to gain deeper insight
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of nurse empowerment. This aim was met through nurses’ descriptions of an empowered
nurse, how she performs her tasks, and what promotes and prevents empowerment. In
individual interviews, participants were asked questions concerning belief systems and
values, influence on own work, competence, meaning and importance of work, and selfdetermination. Five categories of an empowered nurse were identified. These categories
included moral principles, personal integrity, expertise, future orientation, and sociability.
The categories are congruent with empowerment as described by Spreitzer (1996),
Bandura (1997), and Gibson (1991). A finding identified by the researchers is that within
an organization, an empowered nurse could still flourish due to personality qualities
found within the empowered nurse. The personality qualities were consistent with
Bandura’s (1997) description of persons with high self-efficacy, including flexibility,
self-assurance, and strong social interaction traits. However, if the organization
demonstrates harsh obstructions or barriers, the nurse would change jobs. This study was
conducted in Finland and, therefore, may not be transferable to other cultures or
countries. Replications of this study in diverse settings may improve transferability.
Based on the findings of this study, the investigators continued their inquiry in nurse
empowerment and developed a questionnaire that measured nurse empowerment.
Quantitative methods were developed to measure psychological empowerment.
Kuokkanen, Leino-Kilpi, and Katajisto (2002) developed and tested a quantitative
questionnaire, based on the findings from their qualitative study. The questionnaire
evaluated how nurses assess their personal qualities and how they performed as
empowered nurses. Registered nurses (n=416) were randomly selected from an employee
registry in long-term care, public health, and critical care facilities in Finland. The
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instrument measured moral principles, personal integrity, expertise, future orientation,
and sociability. The Likert Scale questionnaire was validated by respondents of two pilot
tests and deemed reliable by Cronbach’s  coefficient of the sum variables 0.88-0.91.
The participants who defined themselves as empowered were more likely to be future
oriented and described activities in relation to the ideal model of nurse empowerment.
Nurses who worked in long-term care had the highest sense of empowerment while
nurses who worked on a temporary basis had the lowest sense of empowerment. The
participants described the moral aspect of their work as coming closest to the ideal
model. Those nurses who had been working the shortest period of time felt less
empowered than those who had been working longer.
Limitations of the validation of the instrument was the lack of inclusion of
education as a variable that may have influenced the analysis. Additionally, the
researchers do not describe statistical power in the study nor do they identify assumptions
of the multivariate analysis, thus calling into question the reliability of the findings. As
the instrument uses a Likert Scale measurement, the dependent variable is continuous and
cannot be dichotomized; thus, the more robust method of data analysis, a logistic
regression cannot be used. However, the researchers state that differences between the
groups were tested with an analysis of variance (ANOVA). ANOVA is a means of
comparing the “ratio of systemic variance to unsystematic variance” in an experimental
design (Field, 2011, p. 349). ANOVA uses the F ratio to evaluate the overall fit of the
model. ANOVA must meet assumptions of parametric testing, including homogeneity of
the slope. ANOVA appears robust if group sizes are equal. If group sizes are unequal,
the accuracy of F is affected and increased the potential for a type I error. The
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researchers did not describe the overall fit of the model; however, they did identify that
the Tamhane multiple comparison test was used when the assumption of equal variances
was not correct. Additionally, the P value less than .05 was considered statistically
significant. As the participants were a homogeneous group of nurses from Finland, the
findings may not be extrapolated to other cultures. The questionnaire was used in further
studies to measure psychological empowerment of nurses.
Kuokkanen and Ktajisto (2003) continued to advance the social psychological
approach to nurse empowerment. The authors contended that the exercise of power must
be understood at the individual level and must be considered from the individual’s point
of view. Empowerment within this context is a process of personal growth. The purpose
of this study was to investigate nurses’ views to work related empowerment.
Specifically, using a questionnaire, the nurses were asked to identify factors that are
associated with promoting or impeding empowerment in relation to the ideal model of
empowerment. Participants (n=600) were Registered Nurses randomly selected from
long-term care, critical care, and public health. Factors that explained perceptions of
work empowerment included job satisfaction, esteem, career consciousness, permanent
work status, and commitment to the job. Impeding factors included authoritarian
leadership and poor access to information. The investigators highlighted one finding that
nurses who felt that their work was not rated highly would seek a new job or a new
profession. The limitation of this study is the use of Likert scale results as the dependent
continuous variable and homogeneity of the participants.
Factors that influence empowerment included job satisfaction. However, the
analysis did not correlate intent to leave the job. Kuokkanen, Leino-Kilpi, and Katajitso
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(2003) investigated the relationship of nurse empowerment, job related satisfaction, and
organizational commitment. Finnish nurses (n=600) were randomly selected from longterm care, critical care, and public health facilities to participate in a questionnaire
survey. Overall, the nurses were fairly satisfied with the profession with those who were
dissatisfied, accounting for 8% to 15% from each workplace, while 18% to 22% were
dissatisfied with their job. A large number of respondents had considered changing jobs
(38-60%) while 27% to 38% had considered leaving the profession. Those participants
who felt they were appreciated did not intend to leave their jobs (p< .001). Nurses who
had higher perceived levels of empowerment demonstrated higher levels of commitment
to the organization (p< .001). Older nurses, ages 51-60, had higher levels of
empowerment and organizational commitment than younger nurses (p< .001).
Additionally, further education and organizational activities correlated positively to
empowerment. Community health nurses were the most likely to feel empowered and
the least likely to change professions. The limitation of this study was congruent with the
aforementioned studies taking place in one region of Finland. Psychological
empowerment and structural empowerment contribute to the overarching theme of nurse
empowerment. However, nurses are an oppressed group and a critical approach to
conceptualizing empowerment contributes to the holistic concept of nurse empowerment.
Critical social theory empowerment within nursing. Critical social theory and
empowerment of nurses is a nascent area of research and was explicated by Fulton
(1997). Using Habermas’ description of empowerment as a critical examination of
power through a self-reflective process, the investigator sought to identify how nurses
conceptualize empowerment, explicate nurses as an oppressed group, and recognize the
63

nurses’ interest in their own liberation. Through two focus groups of eight participants,
the nurses demonstrated sensitivity to the empowerment of others; however, they did not
feel empowered. The groups identified that personal power is a process that is different
for each person, although personal attributes, such as assertiveness, knowledge, and
experience contribute to personal power. The power difference between the medical staff
and the nurses was identified as a barrier to empowerment. When asked to reflect on
how the nurses felt about themselves, themes of low confidence, low self-esteem
emerged. As nurses are an oppressed group, frameworks for investigating empowerment
must provide the means to address the unequal power structures inherent within the
healthcare system.
Meeting the Emancipatory Interests of Nurses
Literature related to nurses’ empowerment demonstrates the passive participation
of the nurses and does not address the processes that they may use to improve the
circumstances of their work environment. To overcome the passivity of nurses within the
healthcare environment and to elicit experiences of empowerment, Cowling, Chinn, and
Hagedorn (2000, 2009) proposed an emancipatory method of inquiry that intertwines
with Freire’s liberation theory (1970), Habermas’ critical social theory (1973, 1979), and
feminist philosophy as described by Webb (1993) that will be explicated in Chapter
Three. Thus, nurses are active participants in creating new knowledge. Operationalized
in the Emancipatory Study of Nursing Practice (Cowling, Chinn, & Hagedorn, 2000,
2009), the inquiry sought to “elicit significant stories that reveal what it is like to practice
nursing today” and “to awaken an emancipatory response that can shape the future of
nursing.” The purpose of the research was to “explore nurses’ perceptions of the
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circumstances of their work life through stories that reveal deep meanings concerning
nursing in today’s context” (Cowling, Chinn, & Hagedorn, 2000, 2009, p. 1).
Additionally, the purpose was to “describe the process by which nurses conceive and
create change in these circumstances” (Cowling, Chinn, & Hagedorn, 2000, 2009, p.1).
Action occurred through active participation and problem-solving.
The study was emancipatory in nature. Designed to build on the idea of
emancipatory context, the assumption was that “participants seek to know that which is
not yet known to transform the conditions of their lives” (Cowling, Chinn, & Hagedorn,
2000, 2009, p. 1). Participation was conceptualized as a dialectic process of “reflection
and action that is embodied in dialogue, an essential element of which is critical
reflection” (Cowling, Chinn, & Hagedorn, 2000, 2009, p.4). The study was conducted on
the nursemanifest.com website. Visitors to the page were invited to participate in the
research. Participants were nurses (n=52) who anonymously sent a story that described,
“what it is like to practice nursing today” (Cowling, Chinn, & Hagedorn, 2000, 2009,
p.1). The stories were analyzed for common themes related to context of practice,
common story lines, and common tensions. Ultimately, the themes were developed into
metastories, fictionalized accounts, and artwork that demonstrated commonality of
experiences. The outcomes of the study were represented in a fictionalized story, a
fantasy tale, a 13-stanza poem, and photographic artwork that demonstrated the
constraints that nurses felt within the healthcare system and methods that they used to
overcome those constraints.
The Nurse Manifesto (Cowling, Chinn, & Hagedorn, 2000; 2009) study was
followed by a second emancipatory study of contemporary nursing practice (Jacob et al,
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2005). The purpose of this study was to “explore nurses’ perceptions of the
circumstances of their work life in the context of today’s reformed healthcare system and
to describe the processes by which nurses conceive of and create change in these
circumstances” (Jacobs et al, 2005, p. 8.). The philosophical tenets of this inquiry were
reflective of the Nurse Manifesto study (Cowling, Chinn, Hagedorn, 2000, 2009). The
elements of feminist influences within the method were explicated as a diminished power
hierarchy between researcher and participants and a description of women’s experiences
with a structural analysis of women’s lives (Jacobs et al, 2005, p. 8). An emancipatory
methodology was chosen to “foster a context in which all participants sought to know
that which is not yet known in order to transform the conditions of their lives” (Jacobs, et
al, 2005, p.8). Through dialogue, new knowledge was illuminated, and emancipatory
interests were met. The dialectic process provided the opportunity to uncover constraints
on nursing practice.
The dialectic process was used to facilitate a critical reflection of circumstances of
the participants (Jacobs et al., 2005). Praxis was described as reflection and action
through a critical dialogue that explicated the circumstances of the nurses’ work life.
Themes that arose included feelings of loss of control, devaluation, and issues related to
horizontal violence. However, the nurses’ identified that increasing nurses’ visibility in
popular culture and expanding nurses’ political activity may improve the circumstances
of the nursing profession. Strategies for nurses nurturing nurses included methods of
mentoring and increased presence in the structures of healthcare. Jacobs et al. (2005)
identified that it was beyond the scope of the study to determine how many of the
changes may be enacted.
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Jacobs et al. (2005) diverged from the Nurse Manifesto (Cowling, Chinn,
Hagedorn, 2000, 2009) using group process as a method of eliciting nurses’ narratives.
Three groups of 8-15 nurses met weekly over six to ten weeks. All participants were
female to eliminate gender differences. Discussions revolved around the circumstances
that affect nursing practice. Data analysis began in groups through critical reflection.
Empowerment, as a process, occurred through participants’ increased awareness of their
own histories and worth as persons who served to emancipate them from the
organizational and professional limitations. For a final analysis, the researchers
identified themes that arose from the participants’ group analyses. The inquiries did not
include the experiences of African American nurses. Love (2009) identified this gap and
conducted an emancipatory inquiry with a focus on African American nursing students.
African American nurses were excluded from emancipatory research. Love
(2009), a doctoral student of Jacobs and Fontana, conducted an emancipatory study with
African American women at predominately White nursing schools, the purpose of which
was to imagine an ideal school and to have the participants feel empowered to make
changes. Using the Chinn method as described by Jacobs et al. (2005), nine participants
met weekly for eight weeks to explore the experiences of being an African American
woman in a predominately White school of nursing. The participants identified barriers
to success and described their ideal school with potential processes that the participants
could take to realize their ideal. Barriers to success included instances of racism and
fears of retaliation. The students characterized an ideal school as one that promotes
peace, justices, holism, and high standards. Methods to attain the ideal school included
workshops on cultural compassion, education for teaching methods, and mentorship for
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faculty. The outcome of the study was that the participants felt validated and
empowered. The study was limited to a small group of nursing students in a large
research institution in the northeast United States. Narratives may be different in other
areas of the country. However, the participants identified barriers to success and new
knowledge was illuminated.
Conclusion
The review of the literature demonstrated that increasing African American
presence in nursing will improve overall health in the United States. African American
nurses have experienced significant oppression through discriminatory practices in
education, segregation in professional organizations, and a lack of professional
opportunities. The literature that described African American nurses’ experiences did not
address empowerment nor were nurses’ active participants in the research process. The
body of literature on empowerment focuses on structural, psychological, and critical
social theory empowerment and omits the experiences of African American nurses.
Variables that contribute to empowerment of all nurses include continuing education,
strong feelings of self-efficacy, and organizational structures that support nurses.
Empowerment of nurses is linked to satisfaction and retention of nurses within the
healthcare environment. The growing body of literature that addresses critical social
empowerment and emancipatory literature does not explicate the processes of
empowerment of African American Registered Nurses.
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CHAPTER III
METHODS
This chapter provides an overview of the inquiry. The philosophical
underpinnings and an explanation of the method are presented. Reflexivity in the
emancipatory process is explicated and personal and research assumptions are identified.
Procedures for identification and recruitment of participants are outlined. A data analysis
method, congruent with the philosophy of the methodology, is identified and discussed.
Protection of the participation is explicated.
African American nurses face challenges and barriers inherent in the American
culture and the healthcare system. The purpose of this emancipatory inquiry was to
explore African American nurses’ professional experiences within the context of the
healthcare environment. The phenomenon under study was empowerment as defined by
Chinn and Kramer (2011). Empowerment, within the context of this inquiry, was defined
as a process and entails a critical examination of unequal power structures that oppress a
disenfranchised group and allow their voices to be heard (Chinn & Kramer, 2011). The
Cowling, Chinn, and Hagedorn (2000, 2009) emancipatory research method provided a
strategy for analysis of the nurses’ experiences and an examination of power structures
(Meleis, 2012). Emancipatory interests are met through an exploration of the hegemonic
and potentially harmful practices enacted by governments and institutions (Jacobs et al.,
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2005; Meleis, 2012). As nurses are an oppressed group, a critical analysis of hegemonic
structures must occur.
Inquiry must reflect a critical and in-depth analysis of nurses’ situations and focus
on nurses’ potential actions versus what others can do for nurses. Through this inquiry,
African American nurses envisioned potential actions that may be taken to overcome
oppressive mechanisms. Through engagement with participants and recognition of their
own agency, this inquiry was designed to be empowering to all and emancipatory
(Anderson, 2014). Thus, the method involved praxis or the critical reflection that
allowed theory and action to intertwine (Dunphy & Longo, 2010). To fully understand
the method, the philosophical underpinnings are described below.
Theoretical Tenets of the Inquiry
The research design of this inquiry was adapted from Jacobs et al (2005) and
Cowling, Chinn, and Hagedorn’s (2000, 2009) investigations. As described in these
investigations, the theoretical tenets and philosophical underpinnings of the current
inquiry include Habermas’ critical social theory (1973,1979), Freire’s Pedagogy of the
Oppressed, and feminist theory as described by Webb (1993). The three philosophical
underpinnings intertwined to meet the emancipatory interests of the inquiry.
Habermas’ Critical Social Theory
Critical analysis of hegemonic structures is inherent in emancipatory methods
and contributes to emancipatory knowledge. Habermas (1979) asserted that there are
three distinct areas of knowledge and inquiry. These areas include technical, practical,
and emancipatory interests. Technical knowledge is predictive, provides causal
explanations, and arises from empirical positivist research methods. Practical knowledge
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encompasses interpretation and understanding of a phenomenon and is discovered
through hermeneutic interpretative research methods. Lastly, emancipatory knowledge is
based in criticism and liberation interests (Agger, 1991; Carnegie & Krieger, 2009).
Emancipatory knowledge is reflective and arises from critical theory, critical
research methods, and critical self-reflection (Dunphy & Longo, 2010). Critical
researchers seek to understand a phenomenon and alter oppressive circumstances leading
to emancipation, social justice, and equality (Carnegie & Krieger, 2009). Emancipatory
knowledge is located within historical, economic, racial, and social processes of injustice
and oppression. Emancipatory interests are met through an exploration of the hegemonic
and potentially harmful practices enacted by governments and institutions (Jacobs et al.,
2005; Meleis, 2012). Thus, the critical researcher investigates a phenomenon within the
context of history and seeks to illuminate injustices.
Illuminating oppressive structures and injustices occurs through dialogue.
Oppressive structures may be exposed through an examination of communication and an
illumination of symbolic meanings, thereby leading to emancipation (Dunphy & Longo,
2010; Meleis, 2012). A communicative inquiry provides the foundation necessary for
critique of the oppressive nature of society and culture (Fontana, 2004). Through the
process of dialogue, participant identify oppressive and hegemonic structures, which
oppress the individual or group. However, oppressed individuals may be unaware of the
hegemonic processes that limit freedom. Thus, emancipatory knowledge also arises from
self-knowledge and self-reflection. Through participation in the emancipatory inquiry,
individuals become aware and can act to overcome oppressive structures.
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Self-knowledge and self-reflection occur through the dialectic process. Insights
gained through critical self-reflection are emancipatory in that one recognizes the reasons
for one’s own problems (Habermas, 1973, 1979). Consequently, an investigation of a
person’s life history and development of critical self-awareness are necessary for
emancipation. Ultimately, emancipation is a process that is attained through illumination
of hegemonic practices, critical reflection, and communicative competence (Habermas
1979). Freire’s philosophy (1970) was intertwined with Habermas’ critical social theory
(1973; 1979) and feminist theory in the research method used for this study. Like
Habermas, the focus of Freire’s work was on oppression of populations.
Freire’s Pedagogy of the Oppressed
Freire’s methodology is based on his theory of oppression (1970) and a
commitment to equality between researcher and participant. Freire asserted that
subordinate groups are immersed in the experience of oppression. Oppressors or
dominant groups set the standards for the culture or organization and define the roles of
the subordinate group. The subordinate groups attempt to emulate the dominant groups
(Roberts, 2000). Nurses, as an oppressed group, attempt to emulate the dominant group.
Freire (1970) suggested that oppressive and unequal power structures are maintained
through education and that hegemony is sustained through rewarding those who support
the dominant paradigm. Ultimately, the subordinate group is marginalized and
oppressed. Freire (1970) suggested that there must be liberation from marginalization,
thus the overall goal of his methodology is emancipation and human liberation.
The goal of emancipatory methods is human liberation. Emancipation and
liberation occur when hegemonic social structures are deconstructed through dialogue
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(Freire, 1970). The purpose of dialogue is to recognize and critique practices and
structures that cultivate oppressive paradigms and sustain inequalities. The dialogue
assumes care and respect between participants, and a questioning of what each person
knows, thereby creating new knowledge and paradigms. Critical reflection leads to
critical consciousness that is a deep understanding of the world. Critical reflection
analyzes the effect of awareness and experience of social and political inequities (Freire,
1970, 2014). Thus, through emancipatory inquiry methods, participants identify
inequities.
Political inequities and oppressive structures are paternalistic in nature. Freire
(1970) identified paternalistic structures as the foundation of oppressive dogma.
However, an inherent weakness of this ideology was a lack of recognition of women’s
experiences. Only male oppression and praxis were explored. To overcome this intrinsic
weakness in the methodology, specifically as nursing is a female-dominated profession,
feminist methodologies are intertwined to complement and complete the theoretical and
methodological foundation of the proposed emancipatory method.
Webb and Feminist Theory
Feminist methodologies, as described by Webb (1993), embrace equality,
explicate women’s experiences, and provide a structure for analysis of women’s lives.
Proponents of feminist epistemology maintain that knowledge is situated within culture,
time, place, and history (Chinn, 2001; Webb, 1993). Situated knowledge embraces the
concept that the individuals’ perspective promotes their understanding of an issue.
Individuals who have experienced the phenomenon are the experts. Thus, feminist
researchers assert that inquiry begins from women’s lives (Hesse-Biber, 2012).
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Furthermore, critical feminist theorists posit that a phenomenon must be explored and
critiqued with the goal of empowering women (Webb, 1993). Through a feminist critical
examination of paternalistic systems, knowledge is created, and women are empowered.
Empowerment occurs when feminist inquiry challenges viewpoints and
assumptions that disregard women’s equal status (Meleis, 2012). Feminist theory and
methodology should be concerned with women’s oppression and improving the state of
women’s lives (Webb, 1993). Methodology should challenge and critique the concepts
of women’s traditional place in the culture, and methods of inquiry should be nonhierarchical. Inquiry must occur within a setting that provides equality amongst all
participants. Through dialogue and empowering language, hegemonic practices are
illuminated and enlightenment and consciousness raising occurs (Meleis, 2012). Thus,
feminist inquiry is praxis-oriented and should be committed to questioning the status quo
and empowering women. Feminist theory, Habermas’ theory, and Freire’s theory are
interwoven to create the foundations for this emancipatory inquiry. The research design
encouraged active and equal involvement from all participants to develop new knowledge
that may improve the conditions of people’s lives.
Research Design
The research design was constructed to illuminate and explore hegemonic
structures. An adaptation of the Cowling, Chinn, and Hagedorn (2000, 2009) method of
emancipatory inquiry was appropriate to the purpose of this inquiry as it explored African
American nurses’ professional experiences within the context of the healthcare
environment and explored meanings of empowerment. Emancipatory interests were met
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through an exploration of the hegemonic structures experienced by the nurses. The
inquiry promoted a critical reflection of the circumstances of the participants.
Critical reflection and meanings of empowerment were reflected in the research
questions. The research questions were designed based on the purpose of the inquiry and
founded on the work of Cowling, Chinn, and Hagedorn (2000; 2009). Thus, the specific
research questions are as follows:
1. What is it like to be an African American nurse in a predominantly White profession?
2.

What are African American nurses’ subjective experiences of empowerment?

3. What are African American nurses’ visions of an ideal work environment?
4. How do African American nurses conceive of creating change within the work
environment?
The research questions were emancipatory in nature seeking to illuminate the
circumstances of the nurses’ lives, describe and define the concept of empowerment, and
praxis through conceiving of change. In addition to identifying the research questions,
assumptions of the research activities must be identified.
Research Assumptions
Assumptions of the inquiry are those factors believed to be true and plausible.
The assumptions of the research activity were as follows: (a) the participants will actively
engage in dialogue about their professional experiences; (b) the responses of the
participants will accurately reflect the nurses’ professional experiences; (c) there are
barriers that impact the professional success of the nurses within the workplace and
empowerment arises from an examination of these barriers; and (d) participants are active
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in creating new knowledge. In addition to identifying the research assumptions,
reflexivity provided the means to ensure validity of the study.
Reflexivity
Reflexivity is a method of ensuring validity in qualitative research (Munhall,
2010). Reflexivity makes the researcher aware of potential bias, promotes selfawareness, and awareness of how the researchers’ presence affects the research process
and the participants (McCabe & Holmes, 2009). Reflexivity in emancipatory research is
essential, as the research process itself may prove to be a power imbalance between
researchers and participants. Reflexivity and decentering are required to continuously
avoid the researcher’s personal biases and beliefs.
Reflexivity and Decentering
Reflexivity embraces the concept that a researcher’s history influences the
narratives and interpretation of the experiences (Mccabe & Holmes, 2009). Munhall
(2010) suggested that everyone has a unique perspective and that the researcher must
identify their own perspective through unknowing. Unknowing is a condition of
openness (Munhall, 2010). Unknowingness can occur when one reflects on one’s own
beliefs, preconceptions, intuitions, and biases. This reflective process is known as
decentering and is congruent with the philosophical underpinnings of the method.
Decentering. I am a Caucasian female nurse from an educationally and
socioeconomically advantaged background. Until the middle 1990s, although I lived and
worked in a southern city, I was unaware of the implications of bias, prejudice, and
racism. This unawareness changed abruptly when I left administration and accepted a
position in community health as a case manager in the inner-city projects. For the first
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time, I saw how other people lived. I saw the harshness of the environment, the
barrenness of the projects, and the paint peeling on the playgrounds. I cared for African
American elders who had not attended school, either going to work to support their
families at an early age or because of the school closings in protest of desegregation. I
sat on front porches with African American women, discussing mammograms and other
health screenings. However, I also became aware that even though I cared deeply for
these families and women in this disadvantaged community, I was other.
The local PBS television station aired an interview of retired African American
nurses who were also alumni of my university alumni organization. I recognized one of
the women as the nurse who had oriented me when I was a new graduate. These nurses
told stories of their experiences as nurses before and after desegregation. Their stories
humbled me. I reflected on the days, sitting on the front porches and in living rooms and
realized that nurses who were not “other” may affect even greater change in the health
and well-being of the families and women for whom I cared. I began to investigate the
experiences of African American nurses, some of which were discussed in the literature
review. In preparation for this inquiry, I addressed my personal assumptions.
Personal assumptions. My assumption was that culturally-congruent nurses will
improve the health of populations. I do not believe that a dominant group may speak for
others. This belief was translated in the chosen research method. This emancipatory
method provides a mechanism for African American nurses’ voices and ideas to be heard.
Congruent with Freire’s philosophy (1970), I can be a tool for others to share their
experiences so that their ideas can be disseminated. My assumptions, related to African
American nurses, include the significant role of spirituality in their personal and
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professional lives and that the nurses have experienced issues of racism and significant
barriers to success within the healthcare setting and the profession of nursing.
Population and Sampling
To fully answer the research questions, purposive sampling was chosen.
Purposive sampling is a method of sampling whereby participants are chosen, based on
two criteria (Munhall, 2010). The criteria include the fit between the participants’
experiences and the research question and characteristics of a good informant. The
participants must be experts in the phenomenon and be willing to talk about their
experiences. Additionally, the sample must be developed based on certain criteria
including similar work experiences (Flick, 2014). The participants must have similar
experiences with the phenomenon to fully answer the research questions.
To ensure the participants had similar experiences with the phenomenon specific
inclusion criteria were identified. For this study, inclusion criteria for the purposive
sample included (a) African American licensed registered nurses; (b) females; (c) live
and work in a Mid-Atlantic region; (d) five or more years of work experience within a
healthcare setting as registered nurses; (e) BSN as the highest degree held at the time of
the interview; and (f) employed within the healthcare system. Female nurses were
recruited to maintain the feminist perspective of the inquiry and illumination of the
experience of women’s lives (Flick, 2014; Jacobs et al., 2005; Munhall, 2010). Nurses
with five years or more of work experience were chosen as nurses with extensive
experience may be more information-rich than less experienced nurses (Flick, 2014).
Delimitations for study participants were made to maintain similar experiences.
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Exclusion criteria included nurse managers and advanced practice nurses to maintain a
focus of inquiry to analyze the research questions.
Recruitment of Participants
Upon approval from institutional review board at the University of North Dakota,
potential participants were recruited, using the snowball technique. The snowball
technique relied on a point of contact, referring potential participants to the researcher
(Browne, 2005; Munhall 2010). Points of contact were found in the researcher’s
professional network and through other participants. When a potential participant was
identified, an invitation to participate in the inquiry was sent via email, explaining the
purpose of the inquiry and parameters for inclusion in the study (Appendix A).
The participants contacted the researcher either by telephone or email. Upon
being contacted by a participant, an initial telephone contact was made to further discuss
the study and answer questions. Additionally, an initial screening was completed during
the telephone call that ensured that the potential participant met the inclusion criteria.
The researcher also asked the potential participant if she knew of other nurses who were
interested in participating in the inquiry. Four of the participants recruited other
participants.
A limitation is the snowball technique is that it may exclude certain individuals
and groups, thereby potentially creating a power imbalance (Browne, 2005). By
employing the snowball technique, the sample may have excluded potential participants
outside of the researcher’s professional and social network. Although the snowball
technique may offer access to hidden populations, the technique may also produce
secondary hidden populations.
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Data Collection
Individual interviews were conducted in comfortable and convenient locations
chosen by the participants. A total of eight interviews were held. Six face-to-face
interviews occurred in libraries, private offices, and in participants’ homes. Two
interviews occurred by telephone. The duration of the interviews was one to three hours.
During the interview, demographic data was only collected to substantiate
inclusion in the study (Appendix B). The information included work status, years
working as a registered nurse, current clinical experience, highest education level, and
self-identification as an African American Registered Nurse. The data was aggregated to
describe the participants. A participant number was maintained separately from the data
in a locked drawer.
A semi-structured recorded interview process was used to explore the experiences
of the participants, answer the research questions, and meet the emancipatory interests of
the inquiry. The six interviews conducted in person were transcribed verbatim. Notes
were typed verbatim during the two telephone interviews by the researcher. These
telephone interviews were not recorded. The researcher listened for themes during the
interview process. Interview questions were constructed to answer the research questions
and were based on the previously identified emancipatory studies (Appendix C).
Participants shared subjective experiences during the interview process.
Communicating the Experience
Subjective experiences were elicited through an open-ended, semi-structured
interview process. Semi structured interviews enabled the participants and the
researcher the opportunity to “explore the unique experiences that they have encountered
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in their life worlds” (Rose & Glass, 2008, p. 14). The participants were encouraged to
expand on answers using stories to illustrate and expand on their thoughts.
The researcher was aware that narratives and storytelling are ways that people
make sense of their world and that the experiences that are recounted are historically
located and of the moment (Banks, 2014). Both the participants’ and the researcher’s
histories influence the narratives occurring in interviews and data analysis (Doane, 2014;
Reimer-Kirkham & Anderson, 2010). Thus, the researcher continuously reflected on
preconceived ideas and beliefs so that her assumptions were accounted for within the
narrative. Field notes were taken during the interview process that included the
researcher’s perceptions and potential assumptions.
Throughout the inquiry, to enhance reflexivity, the researcher used a journal and
answered the following questions, based on Evans-Agnew, Sanon, and Boutain’s (2014,
p. 142) recommendations. These questions are as follows: (a) how well am I balancing
the need for critical distance and engagement? (b) how could my privilege be affecting
my perspective? (c) how can I improve on protecting participants? and (d) am I
observing what I set out to observe? The reflexive questions were used during data
analysis.
Data Analysis
A feminist method of data analysis was chosen to align with the philosophical
underpinnings of the method as no specific method of data analysis was explicated by
Cowling, Chinn, and Hagedorn (2000, 2009). Within the constructs of Webb’s (1993)
assertion that feminist research must remove the power imbalance between the researcher
and the participants and describe the experiences of women in their own expressions, the
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proposed inquiry will focus on women’s experiences and utilize a feminist method of
data analysis. The method of data analysis outlined in the Listening Guide (Gilligan,
Spencer, Weinberg, & Bertsch, 2003) was used to explicate the experiences of African
American nurses. The method is congruent with the philosophical underpinnings of the
inquiry as the method assumes that knowledge arises from women’s lives and
understanding arises from an exploration of their place in a social structure and individual
agency (Edwards & Weller, 2012; Keigelmann, 2009; Mathner & Docet, 1997; Rose &
Glass, 2008; 2010). The multiple steps of data analysis illuminated new knowledge that
arose from the participants’ lives.
Step one began a review of the transcription while listening to the recordings to
ensure accuracy. During this step, the researcher listened for plot that included themes,
contexts, and social circumstances (Edwards & Weller, 2012). Emerging themes were
explicated and interactions between the researcher and the participant were reflected on
in the analysis notes.
The second step identified how women speak about themselves and their place in
the narrative (Gilligan, Spencer, Weinberg, & Bertsch, 2003). During the review of the
narratives, the researcher highlighted any I statement. All I statements were placed in a
separate document.
The third step was contrapuntal or listening for the different voices within the
narrative (Gilligan, Spencer, Weinberg, & Bertsch, 2003). The researcher classified the
various voices, identifying those that addressed the research questions and an
identification of characteristic features, such as passive or active voice, use of first or
third person, and use of images or metaphors. The researcher was attentive to both the
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content of the participants’ narratives and nonverbal methods of communication,
including silences and patterns of speech, such as halting speech. The researcher noted
that similar themes emerged after the third interview, saturation was achieved after six
interviews. Two additional interviews were conducted to support the themes. Upon
completion of the analysis, the researcher returned to the literature. Previous literature
was used to compare and contrast study findings and substantiate the themes. Journaling
occurred throughout the data analysis to record and identify the researcher’s reflective
thoughts and feelings (Rose & Glass, 2010) and ensure that the researcher’s voice was
accounted for in the analysis. Accounting for the researcher’s voice within the narratives,
contributed to the rigor of the inquiry.
Rigor
Although each person has her own perceptions that are built on culture,
experiences, and history, trust in the research findings may be addressed, using Lincoln
and Guba’s model of trustworthiness (Thomas & Magelvy, 2011). Lincoln and Guba
(1985) proposed four components of trustworthiness that included credibility,
transferability, dependability, and confirmability. These components are described here
with the strategies used in the study to maintain rigor. Qualitative research is considered
credible when it presents an accurate reflection of the human experience and people will
recognize that experience (Thomas & Magelvy, 2011). To assure credibility, the
individual transcripts and I statements were evaluated for similarities across all the
participants. Reflexive strategies were practiced throughout the inquiry.
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Transferability
Lincoln and Guba (1985) asserted that the ability to transfer research findings and
methods from one group to another determines the applicability the findings have on
other groups. In this study, a description of the participants was provided, including
demographics and geographic boundaries. The findings of this study, however, were not
intended to be generalizable to other populations. The intention was to describe a
specific group of African American nurses’ experiences who shared their stories in
response to the research questions. In addition to transferability, dependability is a
component of trustworthiness.
Dependability
Dependability arises from a clear decision trail used by the researcher. The
decision trail included a description of the purpose of the study, a discussion of why the
participants were selected for the study, a description of data collection, a discussion of
data analysis, and a discussion of the presentation of the research findings (Lincoln and
Guba, 1985). Data is presented in Chapter 4. Extensive quotes were used to improve
dependability. As the researcher was a novice, experienced researchers guided the novice
throughout all stages of the inquiry. Additionally, to increase transparency and assure
audibility, an audit trail was maintained that included field notes, personal notes,
transcribed interviews, and the researcher’s reflective journal (Munhall, 2010). In
addition to dependability, confirmability contributes to trustworthiness.
Confirmability
Confirmability occurs through reflexivity (Lincoln and Guba, 1985). Reflexivity
included field notes and journaling. Specifically, the researcher reviewed the following
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questions: (a) How well am I balancing the need for critical distance and engagement?
(b) How could my privilege be affecting my perspective? (c) How can I improve on
protecting participants? (d) Am I observing what I set out to observe? (Thomas &
Magelvy, 2011). In addition to ensuring trustworthiness, the researcher must account for
ethical considerations.
Ethical Considerations
Although the study participants were not a protected special population for
research, the participants were members of a vulnerable population. The protection of
the participants was the highest priority of the researcher. Institutional Review Board
(IRB) approval was obtained from the University of North Dakota. A second IRB
approval was obtained after the closure of the original approval due to the researcher’s
leave of absence. The researcher successfully completed The Collaborative Institutional
Training Initiative for Human Research Curriculum and the National Institutes of Health
Office of Extramural Research Protecting Human Research Participants course. Upon
review of ethical considerations and IRB guidelines, the researcher determined that the
participants were at minimal risk.
The inquiry presented no major risks. However, the minimal risk of interviews
was the potential trauma for remembering disturbing events. The researcher has a
background in mental health nursing and was aware to observe for signs of potential
trauma. These signs include crying, tensing of the muscles, raised voices, or withdrawal.
To emotionally support the participants, breaks were offered, and debriefing followed the
discussion. Debriefing involved an informal dialogue about the experience of the
discussion upon conclusion of the interview (Stevens, Lord, Proctor, Nagy, & ORiordan,
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2010). The risks to the participants was included in the Informed Consent.
Since this study had no major risks and adults were interviewed, an expedited
IRB review was obtained. The Invitation Letter (Appendix A) and the Informed Consent
Form (Appendix D) were written, according to the guidelines of the Office of Regulatory
Compliance. The participants and the researcher signed two copies of the Informed
Consent Form. The Invitation Letter and one copy of the Informed Consent Form was
given to the participant. The other copy of the Informed Consent Form was kept in a
separate locked file. The consent forms were kept separately from all other data.
The participants were not coerced in any way to participate in the study. A
twenty-dollar gift card was offered to offset any costs associated with participation.
Participants self-selected to contact the researcher, based on the invitation letter and
referrals from friends and colleagues. The participant contacted the researcher to discuss
her potential interest. The participant was also able to contact the researcher for more
information about the study without revealing her identity. Only when the participant
decided to participate did the researcher seek identifying demographic information. The
participant was free to withdraw from the study at any time. No identifying information
was maintained in the demographic data; thus, confidentiality was maintained.
Anonymity was not possible in this study, as the researcher came to know the
participants during the interview. Thus, the researcher assured confidentiality for the
participants. All audio recordings, transcriptions, field notes, and research journals were
kept in a locked drawer in a locked office. Only the researcher and the dissertation
committee had access to the recordings and transcripts. In addition, computer files were
password protected. Access to computer files and other sensitive information was limited
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to the researcher and the research mentor. The audio recordings and any identifying
written data will be destroyed after all publications are completed upon completion of the
dissertation.
Conclusion
This chapter provided an overview of the inquiry. The philosophical
underpinnings and an explanation of the method were presented. Reflexivity in the
emancipatory process was explicated, and personal assumptions were identified.
Inclusion and exclusion criteria were detailed, and recruitment of participants was
outlined. A feminist data analysis method congruent with the philosophy of the
methodology, was identified and discussed. Protection of the participation was
presented. Chapter IV will present the findings of the study.
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CHAPTER IV
RESULTS
This chapter presents the data analysis from interviews with African American
nurses. Two overarching themes were identified including (a) oppression is multifaceted;
and (b) empowerment is being a voice for self and others. Subthemes were explicated
that supported the overarching themes of the data analysis.
Interviews were conducted with African American nurses both in person and via
telephone. Participants held similar degrees and worked in similar healthcare
environments with comparable responsibilities. The participants all chose pseudonyms:
Carole, Lynne, Jackie, Helen, Margaret, Karen, Jill, and Marie. Pseudonyms were
omitted in specific parts of the analysis if a statement could potentially identify a
participant. A feminist method of data analysis utilized three steps of analysis. Step one
involved a review of the interviews and identified emerging themes. During the second
step, the researcher reviewed the narratives and highlighted any I statement. All I
statements were placed in a separate document. This visualization provided the
researcher with the opportunity to begin refining themes and subthemes within the
context of the women’s lives in relation to the work environment. Contrapuntal voices
were clearly identified during the third stage of data analysis.
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This emancipatory inquiry sought to answer the following research questions:
1. What is it like to be an African American nurse in a predominantly White profession?
2.

What are African American nurses’ subjective experiences of empowerment?

3. What are African American nurses’ visions of an ideal work environment?
4. How do African American nurses conceive of creating change within the work
environment?
In keeping with this method, the areas of emphasis included examining
hegemonies, identifying structural inequities, and framing and anticipating transformative
action (Kagan, Smith, & Chinn, 2014). Research questions numbered three and four
related to praxis and participant recommendations for future directions in research,
leadership, and education; therefore, those topics will be addressed in Chapter Five.
Thus, two overarching themes were identified through an examination of hegemonies:
identifying structural inequities and defining the concept of empowerment. These themes
included (a) oppression is multifaceted and (b) being a voice for self and others (Table 1).
Table 1. Themes.
________________________________________________________________________
Overarching Theme
Categories within Each Theme
________________________________________________________________________
Oppression is Multifaceted
Experiencing Oppression
• Personal Experiences of Oppression
• Hierarchal Structural/Systems and Oppression
Empowerment is Being a
Voice for Self and Others

Experiencing Empowerment

• Autonomy, Expert Knowledge, and Education
• Having a Voice
• Working to Your Full Potential
• Empowering Others is Empowering to Self
________________________________________________________________________
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Oppression Is Multifaceted
The participants identified multiple oppressive structures with their narratives.
Kagen, Smith, and Chinn (2014) identified unpacking hegemonies as a critical element in
emancipatory research methods. The participants described multiple hegemonies in their
work environment. The theme that oppression is multifaceted arose from their stories.
Subthemes that supported the overarching theme included experiences of racism, the
effects of experiencing racism, and feelings of isolation. Additionally, the participants
described age and sex as oppressive mechanisms. Finally, the participants identified that
systems of oppression included the hierarchal structure of administration and within the
interdisciplinary team.
Personal Experiences of Oppression
“When you are an African American you get used to that kind of behavior.” (Karen)
The participants described multiple experiences of perceived racism within the
work environment. These experiences included the perception of having to work harder
than Caucasian nurses, receiving biased evaluations, lack of advancement, and unfair
work assignments. Additionally, participants described experiences of being viewed by
patients as a nurse aide or Licensed Practical Nurse (LPN). Finally, the participants
described incidents where patients refused care because they were African American.
African American nurses must work harder. When describing what it was
like to be an African American nurse in a predominately Caucasian profession, the
participants described perceptions that they must work harder than their Caucasian
counterparts. Carole affirmed, “I have to be better. I have to be bolder. I have to be
more outspoken, and I have to be adamant about what I do. I have to push harder. It’s all
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about proving that you are worthy.” The assertion was supported by Lynne: “I have to
work harder. I have to do double as a Black person than you have to do as a Caucasian.
It’s almost like you have to be a super person.” Helen shared, “You have to do double as
a black person than as a white person and you don’t advance.” Marie described the
following, “It comes from a mindset of African Americans won’t do as well as
Caucasians. When you do well in the profession, I think that other people think it’s an
astounding thing.” Jackie asserted, “Sometimes people doubt your abilities as a minority
then that is all the more reason to study more and know your job.” In addition to the
perception that African American nurses must work harder than their Caucasian
counterparts, the participants also perceived that performance evaluations and lack of
professional advancement were influenced by racial bias. Carole stated:
I perceive that I am slighted on my evaluations because I am Black. You hear
someone else did a great job and you think “I did that better” It is always in the
back of your head. It’s like the elephant in the room or you try not to think like
that, but it is always the question why did that happen because you can’t look at
someone’s face and say ‘was it because of that?
The participants referred to the loss or lack of responsibilities because of racial
bias. Helen asserted, “I was a preceptor. Now I’m not. It’s like a microcosm of
everyday being Black.”
Although the participants described their own instances of lack of advancement,
they also focused on other African American nursing staff in the work environment.
Margaret reported that a master’s prepared nurse had not received a promotion to nurse
manager “because she was Black. They obviously didn’t say but we knew.” Carole
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reported that a senior nurse on her unit had not been promoted because of racial bias:
“You have to work harder to get the position that other people just walk into.”
Helen substantiated the assertion that African American nurses are not promoted
due to racial bias. She shared the following anecdote:
We had a nurse manager there first. She was Black. They (administration) gave
her a hard time. It’s things like that; it seems they are kind of doing things under
cover, but people can still see what’s going on. She didn’t keep the position
because she was Black. That bothered me.
Jackie described a housekeeper who attended a nurse aide program.
She was an older black woman, and she wanted to become a CNA and then a
nurse. Do you know they would not hire her as a CNA? They paid for her to go
to school because they had to but they would not hire her as a CNA. She couldn’t
get a job. She is trying to do better and I guess she just got frustrated. We need
them. It’s a very valuable job as a housekeeper. It’s just that the thought of her
trying to advance herself and then they would hire her…it’s horrible. I would
have hired her. Who knows how many other Black women that may have
happened to.
In addition to witnessing incidents of bias against staff, Marie identified Caucasian
nurses’ biases against African American patients.
Where I work is in an inner-city hospital in a predominantly Black neighborhood.
The staff is predominantly White. Sometimes it looks like that aren’t enough
African American nurses for the population. You will only see Caucasian nurses.
It’s sometimes disheartening. They look down on the patients because they are
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poor and black. The nurses can’t relate to the patient in certain ways. It comes
along to cultural sensitivityand desire to learn. They don’t seem to want to learn.
Nor it doesn’t seem that they understood that you work in a predominately black
and poor neighborhood. One day I walked into a patient’s room. She said “I am
so glad you are here.” I knew what she meant. It was disheartening.
The participants shared stories of personal experiences of racial bias within the
workplace. Additionally, they discussed witnessing racism and bias against African
American coworkers and patients. The participant also shared stories of unfair work
assignments and disciplinary actions.
Unfair work assignments and disciplinary actions. In addition to the
perceptions of having to work harder than Caucasian nurses and racial bias in evaluation
and advancement, the participants asserted that they received unfair work assignments
and biased disciplinary actions. The participants shared accounts of unfair assignments
including reassignments. Jackie described an episode of being assigned to a unit to
provide staff development:
I was just doing my job, doing a good job. I am Black, but I don’t let that play
into my life. There was another nurse. A white nurse and she said “We want
Jackie to go. I don’t care because I am a float nurse (a nurse who is not assigned
a permanent unit) but I had been assigned to do staff development on that unit.
They told me to leave; the White nurse told me to leave and I left.
Margaret discussed unfair patient care assignments, “They give me harder
assignments.” Helen stated, “I am shunned from doing certain things because I am
Black.”
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In addition to unfair work assignments, a participant discussed the disciplinary process.
I have to be at work for 12-14 hours, so I needed to do some banking during the
day. I wasn’t neglecting my patient, but I was called into the office, sat down in
the office and asked, “why were you on the internet?” “Well because I had to
take care of some business. I wasn’t neglecting my patient and I don’t have an
issue with you trying to reprimand me or trying to correct me, but it doesn’t make
sense what you are saying to me right now. I know of people that were white and
that were dressing up in supplies and were placing them on social media at night
and there was nothing said about that. So, you did not tell them to go into the
office on their break and not be on the internet. And you have people having sex
on the unit and nothing was really said about it. But then you are going to
discipline me when I was checking my bank account?” So, what does that mean.
Is that because I am Black? The difference was they were on social media and
they were White, and I was doing this.
Karen described the manager and nurse relationship as a parental relationship when
discussing disciplinary actions:
Regardless of the age when it is comes to race it’s like a parental relationship.
The White person, supervisor or manager is paternal or maternal and the Black
person being the child. When the supervisor is black it is more peer to peer.
The participants described instances of unfair assignments and disciplinary actions. A
hierarchy based on ethnicity was discussed. These narratives were followed by
descriptions of instances where the participants were stereotyped as nurse aides or LPNs.
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Being viewed as a nurse aid. The participants shared multiple experiences of
being perceived as an aide or an LPN by families, patients, and physicians. Carole who
attended a prestigious baccalaureate nursing program stated that she was frequently asked
if she was a medical assistant or an LPN. “I would state no, I’m an RN.” She stated that
patients, families, and visitors frequently asked if she had attended a local associate
degree program. She stated that they appeared “surprised” when she told them the school
she had attended. Lynne stated that the patients “don’t see you as a nurse. They see you
as an aide.” Marie confirmed this stereotype:
My ID is faded. You can’t see the RN on my badge. Patients don’t perceive me
as a nurse. They will say “Oh you are a nurse?” Even when I am doing nursing
duties. Giving medications. Providing patient teaching. I’m not seen as a nurse.
The patients will ask “What kind of a nurse.” I make sure to say I’m a registered
nurse. Honestly, comes from African American patients also. I take that as sad
because “you can’t see us in that light? Making those kinds of achievements. I
say: no we do this too.
In addition to patients and families, the participants described experiences with
physicians who perceived them as nurse aides. Karen shared that she had reported a
change in a patient’s status to a physician and was ignored. The physician ultimately
checked on the patient. The participant returned to work the next day and the physician
approached her and stated, “I am so sorry. When you came to me, I thought you were an
aide and I did not realize that you were a nurse.” Jackie stated, “The doctors doubt your
ability because you don’t look like their daughter or their sister. They talk rough to you.”
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In addition to experiencing stereotyping, participants also shared stories of patients who
demonstrated overt racism.
Patients who demonstrate racism. Participants shared stories of patients who
refused care due to racism. A participant who was a former home health nurse, shared a
story:
I went to admit a patient. I thought we connected. The next day I was in the
office and said I was going to call the patient to set up an appointment. An
occupational therapist overheard and told me “um she didn’t want you.” She said
to me: “she wanted someone of her own color.” The patient didn’t voice it to me.
I called the patient and I told the patient that somebody else was coming.
Lynne reported multiple instances of patients and families refusing care from her
because she was an African American nurse. “It’s just patients have more power.
Patients and their families are not comfortable with me.” In each case, the participants
reported that the administration capitulated to the patients demands, and Caucasian nurses
were assigned to provide care. Carole stated that “I mean you want to make the client
happy, but you also have to kind of educate them in a way to not make your staff feel
uncomfortable.” The participants stated that administration did not support the nurses.
Carole specifically stated that the issues were “not looked into further by administration.”
Lynne reported, “The administration looks the other way.” “I guess they think it is like a
patient who does not want a male nurse.” Margaret shared, “I was upset because
administration should have done a little bit more and they don’t. They’re more worried
about their patient satisfaction scores.” The participants shared multiple stories of
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racism. However, the researcher noted that the participants also described their responses
to racism.
Response to racism. When listening for contrapuntal voices, the researcher
noted that immediately after each personal story of experiencing bias and racism,
participants shared methods of coping and the effects of experiencing racism. In
response to experiencing overt racism by patients, Carole stated, “I am at the point if you
do not want me to take care of you, I feel that my license would be on the line if I did
take care of you then there would be a lot of nitpicking.” Coping with racism was also
described by Jill.
After Jill shared the story of a patient refusing care because of racial bias, she
stated: That lady missed out I’m compassionate. She missed out on my care. We
just have some people that are just set in their ways and they are not going to
change. I’m not going to let that one incident ruin my love and compassion for
nursing.
After sharing the anecdote of being told to leave the unit, Jackie made the following
statement:
I try to block it out. If someone is really mean I think it can’t be because of me. I
think they probably do treat us differently, but I block it out because I think only
good stuff is supposed to happen to me. That’s how I deal with it.

I try to not let

it get in the way of being able to safely and effectively care for my patients.
After sharing an incident of racism, Margaret acknowledged, “I’ve put up a
shell.” Lynne stated immediately after discussing a personal experience with racism,
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“That’s alright. When you are an African American you get used to that kind of
behavior. You learn how to not internalize it and you just do what you have to do.”
After describing her lack of advancement into administration, Helen avowed, I
was here for the patient, so it didn’t really bother me.” Marie provided contradictory
statements after a description of bias occurring in the health care environment: “It was
disheartening. It didn’t bother me. Nobody has ever given me a problem with it.” In
addition to emotional reactions to experiencing racism, one participant described physical
symptoms of the strain.
One participant shared that she had experienced physical manifestations from the
stress of work and experiencing racism: “I try not to let it affect me. Although, I ended
up with back pain and TMJ (temporomandibular disorder). I couldn’t unlock my jaw.”
In addition to sharing stories of experiences of racism and personal responses to racism,
the participants discussed feelings of isolation.
Feelings of isolation. Feelings of isolation were evident in many of the
interviews. The participants shared feelings of isolation throughout their professional
lives. The participants shared stories of isolation in nursing school. Jackie described the
differences in the LPN program.
The LPN students were all Black. We laughed. We were loud. But I was the only
Black student in the RN program. I felt alone. You wonder why there aren’t more
Black nurses. It’s hard. I think sometimes they may be intimidated in school and
weeded out easy. I think that there may be extenuating family circumstances that
cause them to work and they are not able to have a chance to educate themselves.
Lynne described her experiences attending an LPN to RN bridge program. She stated:
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We were a cohort of LPNs returning to our RN. We were all Black. There were
only White nurses on the units and they would look at us strangely and say you all
are having a good time. It was like we weren’t serious about nursing.” Another
participant described her experiences in an online program.
Marie shared:
When I was doing this online RN-BSN program, I’ve noticed that almost every
class was predominately white. I’ve only seen one African American. I was like
“Wow. There was another one to choose this school.” To see that, I realized that
it was a predominantly white field. I was one of the few.
In addition to the nursing school, the participants discussed feelings of isolation in
the work environment. Marie stated:
There are units that are all Caucasian on days and on nights all African
Americans. In the ICU. I noticed it when I was back in nursing school. I was
working as a nurse extern. I noticed all of the nurses on nights were African
American. I thought to myself: “Do they think that African Americans can’t
work on days? Is it because they are not seen as professional?” I never asked.
But it was a thought process. Why is that way? I chose to only work on the night
shift because at times I felt uncomfortable because I felt I didn’t fit in on days. I
didn’t belong. I was asked why I chose nights. I told them because all of the
Black nurses work at night. I told that to another African American nurse she said
that’s right. That’s where we are.

99

Carole acknowledged that when she began work in the Intensive Care Unit (ICU), she
realized that she was the only Black nurse. She repeated frequently that she didn’t
understand why Black nurses in the ICU were rare:
I think we have come to a point that there’s not many of us, we kind of just stuck
to ourselves. Black nurses in ICU are very rare. It’s crazy to me why we are not in
critical care. I don’t understand why we are not in critical care. I don’t understand
why. I cannot. I am trying to figure out why we strayed from critical care.
Lynne pondered, “You wonder why aren’t there more black nurses. Why is there a lack
of black women who want to become nurses?” Karen also discussed the lack of African
American nurses in the ICU. She stated, “I can be on a med-surg unit and you see a few
Black nurses. I am the only one in ICU. It’s lonely.” Marie discussed working on a unit
as an RN and stated, “I looked around and wondered why am I the only one?” Carole
addressed the lack of African American nurses in the Post Anesthesia Care Unit (PACU).
She stated that when she started in PACU, she asked herself “Why am I the only Black
nurse here.” The participants shared feelings of isolation. Additionally, the participants
discussed incidents of nurses oppressing other nurses.
Nurses Oppressing Other Nurses
The participants described incidences of incivility and oppression from other
nurses. Carole described the following:
So, you have those nurses who are always trying to find something to knit pick
about to make you feel that you are just a horrible nurse, and come to find out, she
was not comfortable with her own bedside skills. So, in order for her to feel good
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about herself when she came to the ICU, she had to find something wrong with
what you did. So, nit-picking is a big thing. Throwing each other under the bus.
Margaret described experiences with new graduates and orientees, “They test them. They
don’t help them. It’s the old saying. Nurses eat their young.” Lynne described the lack
of orientation of new graduates as an oppressive mechanism. “We just throw them out
there and expect them to take care of all the patients, “They are not prepared to do that
from nursing school. They just quit.” Carole identified the lack of orientation and testing
of new employees on units: “You know nurses eat nurses. The staff will test new
employees. Give them hard assignments. Then they leave.” Finally, Helen shared,
“nurses talk about each other.” She stated, “I have heard rumors about people. They’re
not true but the nurses keep it going. Then the person is isolated.” In addition to nurses
oppressing nurses, the participants discussed age as an oppressive factor within the work
environment.
Age as an Oppressive Mechanism
The participants viewed age as a mechanism for oppression. Participants who
were more experienced asserted that as nurses age, there is oppression. Helen, with 35
years of nursing experience stated, “Now that I am getting older I feel the nurses don’t
respect me. I feel that they think I am slow and that my knowledge skill isn’t where it
should be.” Helen shared the following story:
The only thing like my age. I feel like I am being shunned because of my age and
because I am not as quick. A new graduate was always running and did my work.
So I needed to take him aside and say ‘Hold it, what’s the problem. Do you think
I am too old or do you think I just don’t know what’s going on. I know how to
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take care of my patient. Don’t be so quick to do my job. Just let me do my job I
still can function. I still can perform. That part hurt.
Margaret with 30 years of nursing experience stated, “They don’t think I know anything
because I’m older.”
Conversely participants who were less experienced identified younger age as a
mechanism of oppression. Karen with five years of nursing experience stated, “I look
young. The patients may not trust me because I am younger.” “Sometimes I think they
see me as a daughter.” Carole reinforced this assertion, saying, “I think the patients and
doctors don’t listen to me because I am young.” In addition to age as an oppressive
mechanism, the participants also identified being oppressed as a woman.
Being Female as an Oppressive Mechanism
The participants identified being a female as an oppressive mechanism within
their clinical practice. Jackie stated, “When the doctor wouldn’t listen to me, I think it
was sexist. The Black male nurse would call the Doctor and he wouldn’t yell at them. I
think it was because I was a female in that case.” Carole stated, “You always wonder if it
is because I am a woman, I don’t get respect.” Margaret stated, “They talk down to
women nurses. They don’t do that to the male nurses.” Jill shared the following:
When I called a Doctor to ask if I could use a central line, he was rude and said
“look at your policy.” A male nurse called and the same physician responded
“sure.” If you’re a lady nurse, they will talk to the director or CEO about our
conduct. The male nurses get away with all types of things. I think it’s a weapon.
It’s how they talk to women. Even female doctors tend to respect male nurses
more. One time a doctor kept talking to a male nurse like he was in charge. I was
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in charge. During a procedure, the male nurse was at lunch. Upon return the
doctor came to talk to the male nurse. He wasn’t even there!” Sometimes it’s
more sexism than anything else.
The participants identified that sexism was a form of oppression within the work
environment. Additionally, the hierarchal structures were repressive.
Hierarchal Structures
“My voice is not heard.” (Jill)
Participants identified multiple structural inequities that created barriers to
empowerment of African American nurses. These structural inequities were evidenced in
the hierarchal structures of administration and within the interdisciplinary team. The
participants frequently described their experiences as not having their voices heard.
Hierarchy within the interdisciplinary team. Participants shared experiences
that demonstrated the hierarchal nature of the interdisciplinary team. Jill discussed the
lack of communication within the interdisciplinary team as “oppressive.” She continued,
“we all work in silos and nobody works together.” The participants also discussed the
role of physicians within hierarchal structure of the interdisciplinary team. Jackie related
that a physician was responsible for her current role in staff development. She stated, “he
had the power. He helped me get where I am. He had all the power.” Carole described
the influence of a physician in staffing practices of her unit. The unit had recently
eliminated a secretarial position, and the physician asked the nurses why no one answered
the phone. The nurses explained that the lack of secretarial support. Carole shared, “The
doctor went to them (administration) and said there is no secretary and the phone rings
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and rings. No one answers me. After he went to administration, we got our secretary
back.”
In addition to the beneficence of a physician, the participants also related
experiences of being ignored and not being respected. Jill stated:
In the hospital it is the doctors…they’re not the ones at the bedside they aren’t
getting their true history. I wish the doctors would listen to us more and respect us
more. They don’t know your ability as a nurse. It is lacking in the hospital. I
think that it is the doctors that create the lack of autonomy. The doctors are given
a lot of power.
Jill reported:
My voice is not heard at all by doctors. Whatever I said, they didn’t care. That’s
what

they were going to do, and you didn’t know what you were talking about.

I can do more than what the orders said. They could yell at you, call you out get
up in your face, and administration would say “oh, that’s just the Doctor.
Margaret stated, “I worked on a cardiac unit and the doctors just didn’t want to hear
anything that I said.” Karen reported that physicians would ignore her. She stated,
“I would go to the doctor and say Mrs. Jones is not doing well, and this is why. He
ignores you.” Finally, Helen shared her frustration with not being heard:
The doctors need to realize that nurses have qualifications and education. I work
with medical students and being students, you try to tell them a certain way to do
something, they don’t want to hear. And then when something comes up they
thank you for helping. Just because they are a doctor doesn’t mean they know
everything. Nurses have experience, too. That part frustrates me. The other part
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is when you talk to them they just want you to do what they say. Sometimes they
say something, and I don’t agree with them. I just go and do what I need to do.
We’re here for the patients first and not for the doctors to shine. They don’t
understand patient care. The doctor wanted a standing weight. The patient
couldn’t stand. The doctor wasn’t listening, and I went ahead and did the bed
weight. I’m there for the patient not the doctor.
Karen stated, “They act like you’re not even there and you have to say, “I need to get this
order as this is what’s going on with my patient.” It’s like you need to encourage them to
speak to you.” Jill described an episode of being berated by a physician:
Doctors have to trust us. Even in the hospital setting. A physician didn’t think
that I knew what was going on with a patient. He berated me. In the nurses’
station. I maintained my composure. I didn’t respond because I think before I
speak, and I didn’t want to lose my job. He used harsh words. I wanted to ask
him “Would you talk to your mother that way?
Margaret shared, “You are not heard at all by doctors. Whatever I said, they didn’t care.
That’s what they were going to do and you didn’t know what you were talking about.”
Carole shared the following story:
I had to call the doctor on call and ask for a drug. Can I get an order for it? He
said no. He called me back 10 minutes later and acted like he had never talked to
me and gave me an order for that drug.
The participants shared that their voices were not being heard within the interdisciplinary
team. Additionally, the participants stated that administration was oppressive and a
barrier to empowerment.
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Hierarchy of administration. During the final step of data analysis, the
researcher identified that the participants used hierarchal terms when discussing
administration. Participants described administration as being “up there” or “upstairs.”
Additionally, when discussing administration, the participants frequently called
administration “they” or “them.” One participant called the administration “the Os.” She
stated, “You know, the O’s. CNO, CFO, CEO. They don’t have experience, or recent
experience in patient care. They don’t have an understanding of what nurses go through.
What is needed for patient care.” Jill stated, “They aren’t in touch with patient care and
they’ll mandate what you need to do and they don’t necessarily understand it takes away
from patient care.”
Margaret also shared her frustrations with administration. She responded, “There
are some folks’ upstairs who haven’t been downstairs in a very long time. Some of these
people are not in the places that need to make this place run the way it needs to be run.”
Carole answered, “There are some great minds upstairs, but they aren’t necessarily in the
proper positions. I have seen more people leave out of this building crying because of
how they were treated by those upstairs.” Jackie responded, “Administration is out of
touch. They aren’t necessarily in touch with patient care. They’ll mandate what you
need to do and they don’t necessarily understand patient care.” The participants viewed
the administration as being oppressive. Additionally, the participants shared that they did
not have input policies that effect nursing care.
Nurses do not have a voice within the hierarchy. Participants described the
concept of nurses “voice.” When discussing constraints on nursing practice, the
participants shared that the administration is not supportive of nursing and that their
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voices were not being heard. Jill stated, “Nurses don’t have a voice in creating policy.
Non-clinicians are creating clinical policy and the system is collapsing.” One participant
described a procedure for checking patients at night. An electronic method of
documentation was being instituted in the hospital. The procedure was complicated and
interfered with assessment of the patient. The nurse shared her concerns with the nurse
manager who stated, “Don’t say that!” Jackie discussed conflicting mandates:
They want us to do patient teaching, but the administration says we don’t have
time to do teaching the way it needs to be done. They said we can’t go back and
have conversations with the patients. Everything needs to be done at once. There
is no time to get all the disciplines together and take it back to the patient. They
said there is no time.
Jill shared, “They have taken away critical thinking from nursing. They want everything
to be uniform. Patients aren’t uniform. They don’t hear us when we tell them that.”
Margaret shared that she is not practicing to her full potential as a nurse. She stated, “I
have multiple certifications, but I am not allowed to use them here because they won’t let
me. They want everybody to do the same thing.”
Participants who worked the night shift also reported a lack of “voice.”
Specifically, Carole described:
We don’t have a voice on night shift. Night shift nurses don’t have a voice. We
are not heard. Everyone (administration) is gone by the time we get here. All the
recognition they get during the day we don’t get that at night. They don’t know
what we do on night shift, so they give us all the paperwork. So, patients don’t
sleep at night, but we have to take care of them and do all the paperwork.
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Karen confirmed that night shift nurses do not have representation. She shared, “We
don’t have a voice because we don’t see the day supervisor and then at night we don’t
really complain.”
Participants shared their concerns over the lack of nursing involvement in
developing safe nursing staffing practices. Lynne stated, “I blame the lack of nursing
input on low staffing.” Another participant supported this assertion: “We are not being
heard as far as staffing. You know corporate has a way that they want to staff they do it
by numbers, but the numbers don’t mean anything if you have a restless patient.” Carole
stated, “The nurses aren’t being heard as far as staffing.” When discussing safe staffing
practices, Helen stated, “There are a lot of expectations of nurses without a lot of
support.” Jackie stated:
The CEO will make me send people home because the staffing is too much
because they are trying to make a budget. Health care is a business. They want
us to get into the business. I don’t think that portion should be combined with
health care. It’s very chaotic. They don’t listen to us. The organization will
spend $200 to save $1.00 and it is chaos.
Margaret shared:
The supervisor will try to get you to take an extra patient. We can’t take that
patient as there aren’t enough nurses. Then it comes the point where a lot of
nurses are just scared to lose their job. Do you want to lose this job? No, but you
don’t want to lose your license if you take that extra patient.
In addition to the oppressive structures of the administrative hierarchy, the participants
shared the concept of humbleness as a virtue within the discipline of nursing.
108

Valuing humbleness. Throughout the narratives, the participants returned to the
theme of humbleness within the practice of nursing. This topic first became evident
when Jackie discussed her transition from an LPN to an RN. Jackie shared, “I used to
want a lot of power. I decided to be humble. I decided I didn’t need to be in charge. I
just need to take care of my patients.” Karen stated, “I don’t want to have a lot of
accolades because I am not in nursing for that.” The participants viewed the need to be
humble as an impediment to advancement within the profession. Helen stated that “As a
nurse you must be humble. If you are not aggressive or brag, it will hold you back.”
Carole also identified that being humble was an impediment to advancement. She stated,
“I feel like if you document you have something here that says, ‘see I did this and that’ it
shouldn’t be a reason you are held out from a position.” Jackie stated, “I am just trying to
do a good job and not trying to seek praise.” The concept of humbleness extended to the
evaluation process.
Participants discussed the “exemplar model” of the evaluation process as an
oppressive mechanism and contrary to their beliefs of being humble. Jackie stated, “It is
oppressing. It makes you not humble. It is difficult to have humility or humbleness
when that’s what you have to write about yourself and brag. I don’t like that. I don’t.”
Karen stated, “If you don’t shoot off a rocket or shake the pompoms, then you don’t get
rewarded. That’s the problem with exemplars.” Carole also identified that being humble
was an impediment to advancement as she was uncomfortable with the exemplar model.
She stated, “I feel like if you document you have something here that says, “see I did this
and that” it shouldn’t be a reason you are held out from a position.” Participants
identified multiple barriers to empowerment including experiences of racism, the
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hierarchy of the interdisciplinary team, and administration. The participants described
multiple experiences of feeling empowered.
Empowerment Is Being a Voice for Self and Others
“To be empowered, you have to help someone else.” (Helen)
The participants defined empowerment as autonomy, working to full potential,
having a voice, and empowering others is empowering to self. Caring for others,
patients, staff, and nurses was inherent in all the descriptions, definitions, and stories of
empowerment. Advocating for others was threaded throughout all the narratives.
Experiences of autonomy, expert knowledge, and education were identified as
empowerment.
Autonomy, Expert Knowledge, and Education
Jill defined empowerment as having autonomy to care for the patient. “I feel like
it means autonomy. You can make the decisions. The patient is counting on you.
Autonomy.” Jill, a former home health nurse supported this assertion with the following:
All of the cases in home health. You become a part of they’re family. You’re
connected to the patient. A patient has a wound…and it’s not healing, and you try
different things and it’s not working. You choose to try different thing I was
empowered because I equate empowerment with autonomy. Taking the time to
talk to her we connected. I was helping her and she trusted me. We connected on
a personal level. That was part of my autonomy.
Carole defined empowerment as “Working to your full potential,” and Helen stated, “To
be your best. To want to do your best. To become your best with support.” Margaret
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stated, “To bring my stuff to the table. It means allowing me to do what I do best to take
care of the patient.”
Furthermore, Jackie identified empowerment as the ability to “Take whatever
knowledge you have and use that knowledge to bridge upon to the next step.” Margaret
stated, “I need to be learning. Empowerment is learning.” Marie shared “You’re a part
of something that makes an impact. Empowerment is learning.” Karen asserted, “I
believe you can be empowered to keep furthering education.” Empowerment arose
through autonomy, expert knowledge, and education. In addition, the participants
identified empowerment as having a voice.
Having a Voice
While discussing the definition of empowerment, participants identified
empowerment as “having a voice.” Statements included, “Having a voice and knowing
that your voice will be heard.” “Having a voice and the ability to impact change. I can
do something.” Additionally, Karen discussed having a voice and being able to speak
openly:
Empowerment means to me giving a voice, a voice where you are able to speak
openly. To feel comfortable to come out and say even the worst thing. To be
able to feel like I am needed, that I am appreciated and to have a group of people
where I am respected.
Karen identified a time when she felt empowered when night shift nurses became
involved in meetings with administration to improve care. She stated, “our voices were
heard.” In addition to being heard by others, the participants described experiencing
empowerment when empowering others.
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Empowering Others is Empowering to Self
The participants identified that empowerment means empowering others.
Margaret stated, “I always encourage others. Helping others. Other nurses to become
empowered.” Jackie stated, “Empowerment means to be in a position where I can
help other people with advancement.” These statements were supported by Lynne who
stated, “Giving someone the tools or facilitating the goals of someone else. You have to
empower by helping someone else.” This assertion was supported by Helen who
described empowerment as something that is passed along. “Empowerment means that
you empower me so that I can help to empower them. Empowerment is that you are
letting other nurses know they can want more and push people to be their best.” Finally,
Carolee asserted, “To be empowered, you have to help someone else.”
The individual stories demonstrated that empowering others is empowering to self
included the recognition that they had a voice to empower others. These stories
involved nurses, other staff, and patients. Carole described the concept in terms of voice:
“I felt listened to at work. When other nurses come to me and seek guidance and then
they can act.” Acting as a mediator between others was a time she felt empowered. “My
empowerment is when I help nurses talk to each other, be honest, be open. Their voices
are heard. I am mediator.” Thus, she supported and empowered others. The theme of
empowering others was supported by Helen:
When I became a preceptor, I felt like I was helping other nurses along and I
could see that they were progressing, and it made me happy. I had one nurse that
went to another job and she came back and thanked me for all the things that I
helped her with. That made me feel good. Empowered.
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In addition to mediation and precepting, participants shared stories of
empowering others through education. Lynne shared that she found it empowering when
she facilitated nurses participating in continuing education. “Now they come to me and
ask about CEUs. I look for them and then we attend together.” One participant felt
empowered when she was teaching an Advanced Cardiac Life Support class. The
participant shared, “I was able to facilitate someone having a good experience and they
learned new skills. That empowered me.” Marie affirmed, “Encouraging others to
continue on in their education and advancing in their profession, that’s empowering.”
Thus, encouraging others to continue their education was empowering to the participants.
Additionally, providing patient education to empower patients caused the participants to
feel empowered.
Karen supported this theme when she described an episode of patient education
where she provided a mother with information on medications for her daughter. “I did
what I was supposed to do and by doing it the mother felt a lot better about the
medications. She understood, and I empowered her to make decisions.” Margaret
described both patient and nurse education as empowering.
I am empowered when I explain what I am doing to patients and nurses. I am
empowered because I am doing what I do best. I can teach someone else how to
do something. Then I step back and let them do what I taught. I am going to
watch them do it and then let them take off by themselves. That to me is
empowerment.
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Thus, empowering others was empowering to self. Empowerment occurred through
precepting, mediating, and counselling others. Finally, patient and staff education was
empowering to the participants.
Conclusion
This chapter presented the results from interviews with African American nurses.
Two overarching themes were identified, including (a) oppression is multifaceted and (b)
empowerment is being a voice for self and others. Subthemes were explicated that
supported the overarching themes of the data analysis. Chapter Five will present the
discussion that includes the participants description of their ideal environment and
recommendations for future directions in research, leadership, and education.
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CHAPTER V
DISCUSSION
Chapter V will present an overview of the participants’ views on an ideal work
environment and strategies to create that environment. Additionally, a discussion of the
findings will be compared to the literature. Finally, implications for future research,
nursing leadership, and nursing education will be presented.
Emancipatory knowing is the reflection and examination of social, cultural, and
political injustices. This inquiry provided a critical and in-depth analysis of the
participants’ situations within the context of the work environment. Through this
examination, multiple oppressions were illuminated. Additionally, the participants
provided their insights on the concept of empowerment. Furthermore, the participants
envisioned an ideal environment where administration is supportive of nurses, nurses
have time to care for the patients, and the interdisciplinary team had open communication
that allowed for holistic care of patients. Finally, to align with the constructs of
emancipatory research, praxis occurred through a discussion of how the participants
conceived of creating change within the work environment. Thus, the following research
questions are answered in Chapter 5:
1. What are African American nurses’ visions of an ideal work environment?
2. How do African American nurses conceive of creating change within the work
environment?
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Envisioning the Ideal Work Environment
“My voice would be heard.” (Karen)
The participants envisioned an ideal work environment where nurses’ voices were
heard, and nurses had an active role in the development of policies and participated in
staffing decisions. Open communication within the interdisciplinary team and respect
from team members was emphasized. Finally, lateral violence and incivility were
eliminated in the participants’ ideal work environment.
Administration in the Ideal Work Environment
Participants ideal work environment was described within the structural
empowerment paradigm. The participants identified leadership behaviors and practices
that would assist in creating an ideal work environment. These behaviors and practices
included open communication, staff having an active role in creating policy, and
understanding the role of the nurse. Additionally, in an ideal work environment, the
administration would support nurses’ staffing requests. The participants also identified
administratively-driven efforts to care for nurses. Lastly, administration would help to
create a more diverse and equitable work environment where the nurses could remain
humble.
Open communication with administrators was key to attaining an ideal work
environment. Carole stated, “Administration would have an open door policy and where
you are comfortable voicing your opinion without fearing backlash. They would
genuinely hear what I am saying.” Karen asserted, “My voice would be heard by
administration.” Having a voice meant participating in decision making and development
of policy.
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In the participants’ ideal workplace, nurses and staff would be integral to
establishing policy. Margaret specified, “In my ideal workplace there would be nurse
participation in committees and making policy to make sure my voice is heard.” Jill
stated, “Nurses creating policy will make sure that theory works in practice. The nurses
need to make policy decisions.” Carole envisioned an ideal work place that included all
team members involved in the development of policy. Carole emphasized that all
departments should be involved, saying, “People are empowered and participate in
making policy. Everybody is involved. Nursing Housekeeping. Physical Therapy.
Maintenance. We all work together. It takes a village.” Thus, the entire interdisciplinary
team would work together to improve patient outcomes.
In the ideal environment, the participants identified that administration would be
familiar with the role of the nurse. Jackie stated, “Administration would be people who
have been through the steps, has been working and know how to do the things that we do.
They have similar experiences with the staff.” Lynne envisioned administrators who
were also clinicians who were familiar with the role of nurses. Carole shared this vision:
“In my ideal workplace, they (administration) would be educated on what nurses do.
They would be more client based. Understand what is need to give care.” The
participants returned frequently to discuss safe staffing practices and nurses’ involvement
in decision making regarding staffing patterns.
In addition to administrators possessing clinical experience, all the participants
discussed safe nurse staffing patterns. The participants shared that their ideal work
environments had adequate nurse staffing and time to “care and nurture the patients.”
Jackie stated:
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I would have the time to care for my patients. I would know coming in that we
were staffed appropriately for the amount of patients that you have. I have time to
really get report and know what’s going on with the patients.
Helen stated, “I would have time to care for the patients. I would have time to teach
patients.” Margaret stated, “In my ideal workplace, you wouldn’t have to fight to get
staff, so you can take care of the patients.” The participants focused on care of the
patient to improve outcomes.
In addition to adequate staffing, the participants all described methods of
nurturing and caring for nurses. Lynne stated that in her ideal work environment: “I
would be able to balance my career and family. All nurses would have mandatory
vacations. Everybody must take a vacation to rest and relax.” Additionally, to balance
career and family, Margaret stated, “nurses would manage their own schedule.”
Autonomy in scheduling contributed to promoting a work-home balance. Finally,
providing educational opportunities demonstrated caring for nurses.
Participants identified both continuing education opportunities and continuing
their academic education as methods to care for nurses. These opportunities included
learning about their specialty area. Lynne stated, “I would have nurses going to
conferences like other professions. The job would be beyond you are here to work your
schedule.” In addition to caring for experienced nurses, Margaret identified the need to
educate new graduates: “In my ideal work setting we would be caring for nurses,
especially new nurses. Teaching them to be nurses or teaching them about the specialty.”
Thus, precepting and education was viewed as important to nurture and care for nurses.
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In addition to precepting and education, the participants described the need for ongoing
education related to cultural diversity.
Finally, the participants envisioned a more equitable and diverse environment.
The participants described topics of diversity, equity, and evaluation practices. Carole
proposed diversity training for administration to ensure equitable practices that included
fair evaluations and disciplinary measures. Margaret stated that in her ideal work
environment there would be more recruitment of diverse nurses and more encouragement
from administration for diverse nurses to work in specialty areas. Lynne asserted, “More
helping with diversity, becoming more integrated. I know that’s hard because we just
aren’t going into nursing.” Karen stated that nurses would be “rewarded for our job
performance.” Jackie stated, “In my Utopia there would be no more exemplars in my
evaluation. I can be humble.” In addition to equitable environments, the participants
described their ideal work place as an environment where everyone works together.
Working with Others
The participants described their ideal environment as a place where professionals
worked together as a team with respectful communication. The ideal work environment
included nurses openly and effectively communicating with each other. In addition to
nurses working as a team, the participants identified open and respectful communication
within the interdisciplinary team.
In the ideal work environment, the participants envisioned all nurses working
together as a team and communicating appropriately with each other. Helen stated that
her ideal work environment had “no confusion created by conflict with each other.
Nurses would really listen to each other. There would be no friction.” Carole stated, “In
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my ideal environment nurses wouldn’t criticize each other and would never throw each
other under the bus.” Karen stated, “Nurses working together to empower each other.
Nurses do not criticize each other. Nurses working as a team.” This assertion was
supported by Jackie who stated, “Nurses would work together as a team. Everyone
would be getting along.” Jackie continued, “My Utopia is working with other nurses
who are team players. We help each other.” Helen asserted:
If there’s a conflict. If you are in place where the two of you are talking and you
can really listen to what each other is saying, then maybe the problem can be
resolved. People can listen and help and resolve what is going on.
In addition to conflict resolutions, the participants described the virtue of humbleness
within the interdisciplinary team.
Two participants stated that nurses would not brag in their ideal workplace.
Helen stated, “I would like people not to talk about themselves. To brag. Nurses would
be humble.” Jackie envisioned a work environment where, “The nurses would never
state ‘how great I am to my patients’. This is not humble. They would professionally
talk about themselves.” In addition to nurses working together as a team, the participants
also identified interdisciplinary teamwork, which was also described in the ideal work
environment.
Communication between nurses and the interdisciplinary team focused on nursephysician interactions. Carole envisioned physicians communicating appropriately with
the nurses. Carole specified, “I would have more training for the doctors on how to
communicate.” In addition to communicating with physicians, Jill detailed that in her
ideal environment all the disciplines communicate effectively:
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Everybody communicates with everybody. There would be more cohesiveness
within specialties, so everyone knows what’s going on. Everybody can add a
piece to this puzzle. There would be more lines of communication being open.
We can see

everything that is going on. We would have the support of doctors

and all disciplines.
Jackie described the interdisciplinary team in the ideal work environment:
In my ideal workplace there would be collaboration between all members of the
healthcare team to take care of the patient. They would have the opportunity to
spend time with the patient and assess the patient. She (the nurse) would to be
able to communicate the needs of the patient to the entire team. The team
develops a plan of care and then the nurse goes back to the patient and
communicates the plan and provides teaching.
Thus, the participants identified that communication between nurses and between the
interdisciplinary team would help to create the ideal work environment. Finally,
improved communication would contribute to a conflict free work environment and
improve nurse satisfaction and patient outcomes.
Being Active Participants in the Professional Setting
“I am involved.” (Helen)
Enhancing structural empowerment was identified as praxis within the
participants’ narratives. The participants were asked how they conceived of creating
change in their workplace. Program development, shared governance, participation in
policy development, and mentorship of other nurses were identified as models to create
change. Finally, participation in this inquiry was identified as a method to create change.
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Margaret discussed the potential for program development. She described
creating a program that would be integrated into the workplace for all employees:
I would recommend training for empowerment, teamwork, and communication.
All employees must attend. There would be a plan for rolling out the change to
show that we are serious about teamwork and empowerment. Over one year if
you rolled out different programs, you would need to regroup and see how it’s
working. The employees would be kept abreast of what’s going on as
communication is key.
Jackie also envisioned program development and implementation. She responded that
she would “write a proposal for a program that would open communication and empower
nurses. I would put down the pros and cons to a program and then try to find a balance
for nurses and administration.” Through program development, Jackie envisioned being
an active participant in creating an ideal environment. Furthermore, improving
communication was integral in promoting nurse satisfaction in the participants’ ideal
work environments.
Improving communication was reflected in Jill’s response that she could conceive
of change by nurses advancing technology to improve communication. Jill commented,
“If there was one computer system that we could all tap into …everyone could see what
was going on. Provide better care to the patient.” Thus, communication was not limited
to two team members. Communication crossed institutions to improve patient outcomes.
In addition to communication, the participants recommended participation in
shared governance. Margaret stated, “I am involved with shared governance.” This
assertion was also reflected by Karen: “Shared Governance is important. It is the key to
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empowering us.” In addition to shared governance, Helen asserted, “I would be involved
in committees that create policy and procedures would empower nurses.” The theme of
active involvement and participation was also reflected in meeting the needs of others
including nurses and patients.
The participants also shared that they would continue to empower and educate
others. Lynne asserted, “I am already creating change. I precept and orient new nurses
to our unit.” Carole shared, “I will continue to be somebody that you can talk to and fall
back on. I will continue to encourage people to continue their education.” Encouraging
others to continue education and to speak out was also reflected in Karen’s statement, “I
believe that knowledge is key. People need to continue with their education. I will
continue to voice concerns. I will encourage others to speak. You empower others by
letting them know that their opinion matters.” Thus, advocating and empowering others
was viewed as empowering to self.
In addition to the empowering others, two participants identified that participation
in this inquiry was helping them to create change. Lynne stated:
Thinking about this research (current interview) I am talking to you because it
brings the topic to the forefront. Am I doing this for Black people or is it as a
nurse. Who would have known there was a difference in how people are treated.
It’s like health disparities. Even though I’m Black, I didn’t realize there was a
difference until the Dean of my nursing school held a seminar. So, let’s just say
this is a way that I can help make a change.
Jackie responded, “By doing these interviews. I think that it will help make a change. I
appreciate being included. I like that we are being nurses and not just race.” Through
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participation in the research process, participants stated that they felt their voices would
be heard.
Experiencing Oppression
Experiences of Racism
African American nurses’ experiences of racism within the healthcare work
environment is well documented throughout the literature. The participants’ descriptions
of experiences contribute to the growing body of literature. Specifically, participants
shared experiences that included the perception of having to work harder than Caucasian
nurses, receiving biased evaluations, unfair work assignments, and lack of advancement.
Additionally, participants described incidences of being stereotyped as a nurse aide or
Licensed Practical Nurse (LPN).
Contrapuntal voices. When listening for contrapuntal voices, the participants
moved from using the first person to the frequent use of second person when sharing
experiences of oppression. Edwards and Weller (2012) suggested that the change from
“I” to “you” reflects the participants’ authentic selves. The participants did not use the
second person except in describing experiences of oppression. This change in voice was
noted most frequently during the narratives related to racism. An example of the change
from first person to second person was in the following narrative: “I perceive that I am
slighted on my evaluations because I am Black. You hear someone else did a great job
and you think ‘I did that better.’ It is always in the back of your head.” The perception
of having to work harder due to racial bias is reflective of the participants’ narratives.
African American nurses need to work harder. The perception that African
American nurses are required to work harder than their Caucasian counterparts
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contributes to the growing body of literature of experiences of African American women.
Specifically, the perception of needing to be “super woman” is reflected in the disciplines
of sociology and psychology. The stereotype of the strong, black woman is embedded in
the culture of the United States (Davis, 2014). This stereotype requires that African
American women must work harder, be resilient, and self-sufficient. The strong, Black
woman stereotype may create a sense of exclusion from Caucasian counterparts (Dow,
2015). Having to be strong and work harder has potentially harmful effects of having to
be strong include increase in depression, hypertension, and alcohol use (Watson &
Hunter, 2015). Additionally, African American nurses experience pay inequity.
The perception that African American women must work harder compared to
their Caucasian counterparts is substantiated in continued pay inequity (DuMonthier,
Childers & Milli, 2017; National Council of State Boards of Nursing [NCSBN], 2016).
African American women and nurses receive lower pay than their Caucasian
counterparts. The perception was also reflected by African American nursing students
and nurse leaders (Davis & Moldando-Daniels, 2015; Love, 2009). Additionally, having
to work harder, unfair work assignments, and biased evaluations was reflected throughout
the literature (Paraway, 2018). Participants shared that they felt they had to work harder
than their Caucasian colleagues. In addition to having to work harder, the participants
shared that there was a lack of professional advancement due to racial bias.
Participants stated that there was a lack of leadership opportunities for African
American nurses. African American women are underrepresented in all leadership
positions, and specifically in nursing leadership positions (DuMonthier, Childers & Milli,
2017; NCSBN, 2016). Wesley, Turner, Qaabidh (2011) suggested that this lack of
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advancement into leadership positions may be due to the perception that African
American nurses do not possess the skills or knowledge to be successful leaders.
Hickman (2015) labeled the lack of diverse nurse leaders as alarming. Phillips and
Malone (2014) asserted that this underrepresentation negatively impacts the creation of
policy that would aide in recruitment and retention of African American nurses. Despite
the call to increase African American nurses in leadership positions, there is a paucity of
literature related to mentorship and recruitment of African American nurses into
leadership positions apart from nursing faculty. Negative perceptions and stereotyping of
African American nurses may contribute to African American nurses’ lack of
advancement.
Stereotyping. Participants shared multiple experiences of being stereotyped.
Giddings (2005) described experiences of stereotyping of African American nurses and
was reflected in the participants’ narratives of being viewed as a nurse aide or licensed
practical nurse. Qaabidh, Wesley, Gulstone, and George-Jackson (2011) asserted
“specific to nurses of African descent, long-standing medical and social practices, in the
middle of the 20th century, leave behind a legacy of group inferiority” (p.3). This
stereotyping can have deleterious effects on African American women including issues
related to depression, hypertension, and diabetes (Jerald, Cole, Ward, & Avery, 2017).
Participants shared experiences of adverse health effects due to racism.
Many of the participants described multiple experiences of being stereotyped as
an LPN or nurse aide. Furthermore, the participants reported feeling that others
perceived them as not as able to fulfill the requirements of their profession. Stereotyping
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was identified as an oppressive structure within the work environment. In addition to
stereotyping, African American nurses experienced racism from patients.
Disruptive patients. A review of adjudicated cases revealed that patients who
demonstrate racism is an ongoing issue throughout the United States. There is a
significant lack of literature or best practices that explicitly address patients who exhibit
incivility or refuse care from African American practitioners. Rather, the few journal
articles that exist denote patients who are overtly racist as disruptive patients (Jain, 2013).
Anecdotal evidence focused on issues of racism toward physicians and recommendations
involved managing individual disruptive or antisocial behaviors (Shahriari, Lakdawala,
Grant-Kels, 2016). Brady (2014) recognized the disruptiveness of a racist patient in the
Post Anesthesia Care Units. The author’s recommendations included development of
evidence-based policies that specifically address the behaviors, an individualized
behavioral plan, involvement of administration early in interventions, and contributions
from the facility’s ethics committee. Gates and Mark (2012) also recommended clear
workplace guidelines and policies that address racism within the workplace. Deacon
(2011) recommended that nursing administration develop a culture of support.
Participants shared experiences of Caucasian patients refusing care because of racial bias
without support from administration. As participants spoke of experiences of racism,
they shared their responses to these experiences.
Response to racism. When listening for contrapuntal voices, the researcher
noted that immediately after sharing experiences of racism, the participants described
their response to racism. Most participants provided the description of coping with
racism without prompting from the researcher. Coping with life stressors is situated
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within culture (Blackmon, Coyle, Davenport, Owens, & Sparrow, 2016). There is a
robust body of literature within the discipline of psychology that addresses African
American women’s methods of coping with racism. Researchers specifically examined
African American women’s cognitive and behavioral strategies of coping. Four common
strategies include active engagement, spirituality, social support, and avoidance coping
(Assari & Lankarani, 2015; Wagstaff, del Carmen, Kim, & Al-Riyami, 2015). The
participants described avoidance coping as strategy to manage racism.
Avoidance coping involves cognitive and behavioral actions that minimize, deny,
or avoid situations that situations that create stress and is an effective self-protecting
coping strategy (Lewis, Williams, Peppers, & Gadson, 2017). The self-protective coping
strategy is a deliberate action that seemingly shields against the harmful effects of
perceived racism (Szymanski & Lewis, 2015). Specifically, the most common form of
avoidance coping is disengagement, desensitization and minimizing experiences (Lewis,
Mendenhall, Harwood, & Browne Huntt, 2013; Pearson et al, 2014). This disengagement
may also involve ignoring or forgetting the experience (Shahid, Nelson, & Cardemil,
2017). Avoidance coping is considered passive coping as the individual does not directly
confront the episodes of racism. Avoidance coping and minimizing experiences was the
most common coping strategy discovered in the participant narratives.
.

The participants described cognitive efforts to “block out” or minimize the

experiences of racism. One participant identified that she attempted to block it out but
developed physical manifestations of stress. None of the participants identified
spirituality as a method of coping. Contrary to the researcher’s personal assumption of
the study, the participants did not discuss spirituality throughout the interviews. Rather,
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two participants identified that the Church as a patriarchal structure and not inviting to
women. One participant identified that social support of other African American nurses
was a way to ameliorate experiences of racism and feelings of isolation.
Isolation
Feelings of isolation are documented throughout the literature of experiences of
African American nurses and nursing students (Cottingham, Johnson. & Erickson, 2017;
Giddings, 2005; Wilson, 2002). Nursing students described feeling like they were living
in a salt shaker as there were few African American students in a predominantly
Caucasian institution (Love, 2009). Feelings of isolation were evident in many of the
interviews. Lynne shared, “You wonder why aren’t there more black nurses. Why is
there a lack of Black women who want to become nurses?” Marie asked, “Why am I the
only one?” Feelings of isolation within the work environment decrease group
cohesiveness and may influence potential bullying behaviors in the workplace.
Nurses Oppressing Other Nurses
Nurses frequently experience lateral violence. The Centers for Disease Control
(2014) identified nurses as the least powerful group in a healthcare organization, and
thus, vulnerable to lateral violence. Lateral violence among nurses is well-documented
and is a characteristic of oppressed group behaviors. These behaviors included allocated
unreasonable workloads, withholding information, scapegoating, verbal altercations, and
gossip (Oyeleye, Hanson, O’Connor, & Dunn, 2013; Roberts, 2000; Taylor, 2016).
Racism exhibited by colleagues is also an example of lateral violence described by
Likupe, Baxter, Jogi, and Archibong (2016). McNamara (2010) asserted that most nurses
have experienced lateral violence. In a survey of nurses (n=1428) participants reported
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experiencing lateral violence 997%). Behaviors included name calling, stereotyping,
lying, and bullying. Nurses who reported experiencing lateral violence demonstrated
increased depression, feelings of hopelessness, and despair (Rainford, Wood, McMullen,
& Philipsen, 2014). Lateral violence, including bullying, coworker incivility, and
manager incivility was reported by new graduates and leads to decreased work
satisfaction, emotional exhaustion, and physical manifestations of stress (Read &
Laschinger, 2015; Szutenbach, 2013). The participants experienced lateral violence
within the workplace.
The participants described nurses as “throwing each other under the bus” and
demonstrating incivility to new graduates. Helen shared that her colleagues gossip about
other nurses. Additionally, Jackie identified colleagues who stereotyped African
American characteristics. The participant stated, “The nurse asked me if I could swim as
Black people don’t swim. She also made comments about my hair.” In addition to
lateral violence, the participants identified age as an oppressive structure.
Age as an Oppressive Structure
The nursing workforce continues to age with 50% of RNs are over the age of 50
(NCSBN, 2016). A review of the literature identified that healthcare organization must
retain older nurses as there is a lack of younger nurses to fill positions (Phillips &
Miltner, 2014). Additionally, the literature focused on physically adapting units to the
aging nurse to improve retention and job satisfaction (Ryan, Bergin, & Wells,2017;
Stichler, 2013; Wargo-Sugleris, Wendie, Lane, & Phillips, 2017). However, there is a
paucity of literature surrounding ageism in nursing.
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Ageism is paradoxical in nursing as the profession identifies experience as
beneficial but may be biased against due to perceived inability to physically care for
patients or lack of knowledge (Kagan & Melendez-Torres, 2015). Gringart et al (2012)
purported that there was a persistent negative stereotype of older nurses that may impact
recruiters’ decision to hire. Negative stereotyping may be detrimental to the
psychological wellbeing of older nurses. These findings were supported by the more
experienced participants who asserted that as nurses become older, they are stereotyped
as not being able to care for patients or have a lack of knowledge. However, being
perceived as too young was also experienced by participants.
Conversely, less experienced nurses reported that being younger was a barrier to
empowerment. The participants asserted that physicians and patients do not respect their
knowledge due to apparent youth. A paucity of literature exists related to youth and
respect in nursing. However, a delimitation of this current study was participants must
have at least five years of experience in nursing. This delimitation was identified as
nurses with more experience may be more information rich. Furthermore, this
delimitation was aligned with Benner’s Novice to Expert Model whereby nurses with
more experience have developed a mastery of nursing skills (Benner, 1982). In addition
to age, the participants shared that sexism caused oppression in the workplace
environment.
Being Female as an Oppressive Mechanism.
The profession of nursing is predominantly comprised of women and the act of
nursing is known as women’s work within a patriarchal society (Dubroski, 2013). The
view of nurses deferring to physicians is created by the patriarchal structure of the
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healthcare system whereby physicians were traditionally male, and nurses were
traditionally female (Ten Hoeve, Jansen, & Roodbol, 2013). The perception of nurses as
handmaidens to physicians remains prevalent in media and reinforces the patriarchal
hierarchy. Bell, Michalec, and Arenson, (2013) argued that interdisciplinary
collaboration is obstructed by the gender roles inherent in the healthcare environment.
These assertions were supported by the narratives of the participants. The participants
identified that male physicians “talk down” to female nurses and frequently address male
nurses rather than female nurses. In addition to gender bias, the participants identified
that the hierarchal structure of the interdisciplinary team is oppressive to nurses.
Hierarchal Structures
Hierarchal systems and structures were also identified as barriers to
empowerment. The hierarchal structures included the interdisciplinary team and
administration. The participants identified a “lack of voice” within both hierarchies.
Hierarchy of the interdisciplinary team. The interdisciplinary team can be
viewed as a hierarchy. However, working together as an effective team is essential to
improve healthcare outcomes for patients (Price, Doucet, & Hall, 2014). Historically, the
social position of physicians has been at the highest place of the hierarchy. A power
imbalance is maintained by disruptive communications, including ignoring requests,
patronizing statements, and belittling dialogue (Croker, A., Croker, J., & Grotowski,
2014). The potential for sentinel events increases with disruptive communication
(Thomson, Outram, Gilligan, & Levett-Jones, 2015). The participants identified multiple
incidences of disruptive communications, including belittling, ignoring information, and
incivility. Conn, Kenaszchuk, Dainty, Zwarenstein, and Reeves, (2014)
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identified that nurses felt isolated from physicians because of the hierarchal relationship
although this feeling of isolation could be mediated by healthcare leaders. These findings
were substantiated by the participants who reported being ignored and belittled by
members of the interdisciplinary team. In addition to the hierarchy within the
interdisciplinary team, the participants identified oppression related to the hierarchy of
administration.
Hierarchy of administration. Structural empowerment influences nurses’
satisfaction. A review of the literature demonstrated that organizations with low
structural empowerment have low nurse satisfaction (Kretzschmer et al, 2017; Wong &
Laschinger, 2013). Employees who lack the time and resources to complete their work
also experience low empowerment. Kanter (1993) asserted that employees who have
minimal input into organizational policies are less empowered. Additionally, a lack of
understanding of the policies of the organization reduces employee empowerment. The
participants identified oppressive structures within the hierarchy of administration. These
structures included a lack of resources as defined by high patient-to-nurse ratios.
Participants also reported a lack of input into organizational policies. Participants also
described evaluation strategies as oppressive. Specifically, the participants viewed the
process as requiring them to brag about themselves and not be humble.
Humbleness
The concept of humbleness arose throughout the participant narratives. Demeron
(2016) described humbleness as a Christian virtue, meaning that one does not believe that
he is better than another person. Crigger and Godfrey (2010) identified that the virtue of
humility, while neglected in the literature, is reemerging within the constructs of cultural
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humility and positive psychology. Indeed, a review of literature demonstrated a plethora
of research related to these concepts outside of the discipline of nursing. However, there
are few mentions of the virtue of humility or humbleness within the nursing literature.
Only two nursing investigations were identified that explored the concept of humbleness
in nursing.
The virtue of humility in nursing care was described in a qualitative study. de
Vries (2004) described the experiences of nurses’ experiences of washing the feet of
patients and illuminated the theme of humility. Within the study, the concept of humility
was identified as “lowly” and “being in the dirt” (p. 582). Although, humbleness may not
just be demonstrated through action. Instead, humbleness may be seen within the
character of a person.
The personal characteristic of humbleness and being other-oriented may improve
patient care. In a qualitative study Pitroff (2013) identified that the virtue of humbleness
provided nurses with the ability to seek interdisciplinary expertise in caring for patients in
palliative care, thereby improving the comfort of the patients. Humility can be
understood as a character trait, whereby the humble person relates to the world and
others.
The characteristics of humility include accepting criticism. A humble person may
accept criticism in a balanced way without anger (Crigger & Godfery, 2010).
Humbleness may also be operationalized. Humble nurses are not driven by self-interests.
Instead, the humble nurse is other-oriented.
The participants alluded to the concept that humbleness is a virtue. They shared
that creating exemplars for evaluation purposes was oppressive as it did not allow the
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person to be humble. The participants shared that bragging was counter to their values.
However, they felt if they did not speak out about themselves, they were held back from
professional advancement. Additionally, the participants asserted that all nurses should
be humble and not “brag” about themselves. The concept of humbleness was intertwined
with structural empowerment in the work environment.
Empowerment and the Ideal Work Environment
The participants intertwined their definitions of empowerment within their visions
of an ideal work environment. Additionally, praxis was initiated through the
identification of steps that participants could take to create the ideal environment.
Manojlovich, (2007) asserted that empowerment of nurses may arise from three
components: (a) a workplace that has the requisite structures to promote empowerment;
(b) a psychological belief in one’s ability to be empowered; and (c) acknowledgement
that there is power in the relationships and caring that nurses provide. Critical social
theorists assert that empowerment is a process of uncovering hegemonic structures that
oppress others (Gulbrandsen & Walsh, 2012). Participants described the ideal work
environment, with high structural empowerment and decreased hegemonic structures.
Structural Empowerment
Participants identified structural empowerment as associated with an ideal work
environment. Structural empowerment theorists describe empowerment as power given
to employees by the organization (Kanter, 1993). High structural empowerment is
strongly associated with job satisfaction, commitment to the organization, and retention
of employees (Laschinger, Wong, & Grau, 2013; Wong & Laschinger, 2013). The
participants identified active employment in shared governance as empowering and a
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method to creating an ideal work environment. In addition to shared governance and
giving empower to employees, nurses must have adequate time to complete their work.
Thus, nurses must have appropriate resources to be empowered.
Appropriate resources included time to complete work. Employees must have
access to resources, including financial means, time, and opportunities to complete their
work (Kretzschmer et al., 2017; Wong & Laschinger, 2013). Organizational structures
that impact nurse satisfaction and retention include a reasonable workload and resource
availability that are directly related to job strain. The participants identified that staffing
challenges were a barrier to empowerment. In their ideal work environment, the
participants identified that they would have “time to spend with patients.” In addition to
adequate resources, nurse autonomy contributes to structural empowerment.
Autonomy and having control over professional practice also improves nurse
satisfaction and may positively impact patient care quality (Donahue, Piazza, Griffin,
Dykes, & Fitzpatrick, 2008; Wong & Laschinger, 2013). Empowerment related to
autonomy was described by Jill, “I feel like it means autonomy. You can make the
decisions. The patient is counting on you. Autonomy.” Additionally, understanding of
the policies of the organization enhances empowerment. The participants envisioned an
ideal work environment as having a “voice” and being actively involved in policy
development. Finally, information that promotes job expertise is integral to structural
empowerment. Participants identified both continuing education opportunities and
continuing their academic education as methods to care for nurses in the participants’
ideal work environment. In addition to autonomy in practice, the participants described
empowerment as feelings of self-efficacy.
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Psychological Empowerment
Psychological empowerment theorists assert that empowerment is complex and
arises from internal personality traits interacting with the environment, feelings of selfefficacy, and a process that allows individuals, groups, or organizations to have mastery
over their own affairs (Rappaport, 1987; Spreitzer, 1996). The participants defined
empowerment within constructs of psychological empowerment. Having expertise and
disciplinary knowledge was integral to their descriptions of empowerment. Additionally,
autonomy and feelings of self-efficacy were reflected in the participants’ definition of
empowerment. Active engagement within the work environment was described by the
participants.
Active engagement was identified as a method of coping for African American
women (Assari & Lankarani, 2015). When listening for contrapuntal voices, it was noted
that participants used “I” statements versus “you statements” when identifying methods
of creating an ideal environment. Participants were actively engaged in identifying
methods of enhancing structural empowerment, decreasing racism, and empowering
others. Empowering others demonstrated the power of caring in nursing.
Power in Caring
Manojlovich, (2007) asserted that there is power in the relationships and caring
that nurses provide. Relational theory is situated within a feminist philosophy, which
emphasizes understanding others and focuses on dialogue. Within the construct of
relational theory, relational empowering arises (Fletcher, 2004, 2006). Relational
empowerment is the process of enabling others to achieve positive outcomes, including
increased knowledge, competence, and self-competence. The person who is empowering
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others provides education based on the learner’s needs and may act as a go-between to
enhance relationships. The underlying belief of relational empowerment is that power is
fluid and alters based on need. The basis for relational empowerment is that there is an
interdependence between people (Turner & Maschi, 2015). There was a paucity of
research investigating the concept of relational empowering. Williamson (2005, 2007)
described a vague description of nurses’ ability to empower patients and families in the
homecare environment. However, the participants clearly described the concept
relational empowerment.
The participants unambiguously described empowerment as empowering others.
Relationships with others was situated within this definition. Jill described feelings of
empowerment when discussing connectedness with families and patients. Participants
described empowerment as empowering others through support, being a go-between, and
providing client-based education. Jackie stated, “Empowerment means to be in a position
where I can help other people with advancement.” These statements were supported by
Lynne who specified, “Giving someone the tools or facilitating the goals of someone
else. You have to empower by helping someone else.” Furthermore, Helen described
empowerment as something that is “passed along.” In addition to relational
empowerment, participants identified structural process and behaviors that oppress
African American nurses.
Critical Social Theory and Empowerment
Identifying structures and behaviors that oppress groups is the underlying
construct of critical social theory and empowerment. The operational definition of
empowerment within this inquiry is a process that occurs through a critical examination
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of unequal power structures and hegemonic practices; oppressed or disenfranchised
groups may have their voices heard and will ultimately “claim their full human potential”
(Chinn & Kramer, 2011, p.84). Critical social theories of empowerment arise from
Habermas, Freire, and feminist theories whereby empowerment is a process of
uncovering hegemonic structures that oppress others (Gulbrandsen & Walsh, 2012).
Specifically, Hill- Collins’ (1990, 2000) asserted that through an emerging selfawareness, the woman recognizes power and oppression in her daily life, which leads to
changed consciousness. Through self-awareness, the woman is empowered.
Upon conclusion of the interviews, participants identified feelings of relief and
empowerment. Janet stated that talking about issues was “cathartic.” Carol stated that
uncovering the topics of oppression was a “relief.” Karen stated, “Talking about all of
this felt empowering.” The participants clearly identified that the research process itself
was empowering and the experiences of African American nurses within the context of
the work environment were illuminated.
Implications
The purpose of this inquiry was to explore the experiences of African American
nurses within the context of the work environment. This inquiry contributes to the
growing body of literature related to African American nurses and structural and
psychological empowerment, significant gaps in the literature were identified.
Specifically, research related to ageism experienced by nurses and stereotyping of
African American nurses was scant. Additionally, no research was identified specifically
addressing African American nurses use of coping strategies when faced with racism. A
review of the literature revealed scant evidence surrounding the concept of humbleness
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and humility and relational empowerment. Thus, future research may focus on nurses
and relational empowerment.
Implications for Future Research
As identified in the literature review, stereotype threat has been investigated in
relation to healthcare and education. During this inquiry, the participants described the
impact of stereotyping on the success of African American nurses within the healthcare
system. Stereotyping negatively-impacted psychological empowerment by reducing
feelings of agency or self-efficacy. As this was the first study to illuminate this concept,
further research should investigate the concept in more depth. The concept of age bias
was illustrated throughout the narratives.
Although there is a significant body of literature related to ageism and the impact
of age bias on patients receiving care, there is minimal research investigating aging and
ageism within nursing. As 50% of nurses are over the age of 50, this potential bias must
be investigated. Future inquiries may explicate the lived experiences of older nurses with
a focus on bias, oppression, and empowerment. Additionally, physical barriers and
workplace adaptations may be examined to improve the working conditions of older
nurses with inclusion of African American participants. Finally, participants described
coping strategies used when confronted with bias.
Coping strategies appeared to be culturally embedded, specifically in response to
oppression and racism. Although a strong foundation of knowledge exists related to
African American women coping with racism, the literature does not specifically address
African American nurses. As this group of women face overt and covert racism daily and
there is impact on their clinical practice, future research must focus on supporting the
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coping strategies that protect them from psychological harm. Moreover, supporting
culturally appropriate coping mechanisms can enhance empowerment. Additionally, the
concept of humbleness as a virtue may also be culturally embedded.
The concept of humbleness within nursing practice arose as a new avenue of
research. There is a significant paucity of literature within the discipline of nursing,
related to humility and humbleness. Many of the participants described the need to be
humble. Future research should focus on expanding this concept within nursing as the
participants identified barriers to being humble as oppressive structures. Finally,
relational empowerment was described by participants.
The participants’ shared stories of empowering others is empowering to self. In
reviewing the literature, it was noted that this concept is congruent with relational
empowerment. Although described briefly within the discipline of feminist psychology,
the concept of relational empowerment is ill-defined within the literature of nursing.
This concept requires further research, explication, and analysis as the participants clearly
identified that empowering others is empowering to self. Though there are many
implications for future research, there are also implications for leadership practices.
Implications for Nursing Leadership
Implications for administration include strategies to mentor African American
nurses in leadership positions. Administrators and nursing clinicians need to collaborate
on evidence- based strategies to deal with racism within the healthcare environment,
including managing disruptive and racist patients and preventing lateral violence.
Additionally, collaboration between nurses and administration is needed to empower
African American nurses. Thus, there are many implications for leadership practices.
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The participants identified implications for leadership. The recommendations
focused on active involvement of nurses in programs and policy development. Thus,
participatory management practices may increase feelings of empowerment in nursing
staff. Additionally, the participants identified the need for cultural education to reduce
bias within the workplace. Finally, opportunities for continuing education were
recommended. In addition to educational opportunities, African American nurses should
be given the opportunity to mentor others.
As African American nurses identified that empowering others is empowering to
self, administrators should provide African American nurses opportunities to mentor
others. As empowering and caring for patients is empowering to nurses, the nurses
should be provided opportunities and time to participate in these activities. Finally, the
nurses themselves should be matched with mentors, including African American women
in leadership, to promote advancement within the profession. In addition to leadership
opportunities, lateral and interdisciplinary aggression must be confronted.
Aggression within the workplace must be addressed. Civility and communication
expectations must be clear within the interdisciplinary team and behavioral issues should
be addressed. Policies and interventions should focus on preventing lateral aggression.
Additionally, methods of reporting incidents of bias and lateral aggression must be
developed and implemented to allow for immediate interventions. Finally, clear
administrative guidelines must be developed and implemented that address disruptive and
racist patients. In addition to implications for research and leadership, the findings of the
inquiry have implications for nursing education.
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Implications for Nursing Education
Congruent with national nursing education organizations’ directives, the
participants identified the need to include diversity and cultural competence within
nursing education. The National League for Nursing (2015) asserted that diversity and
cultural competence are the keystone to nursing education. The participants
recommended that cultural competency programs be provided in the workplace setting.
This recommendation is transferable to nursing education. Embedding the concepts of
cultural competence into curricula, simulation, and clinical experiences encourages
nursing students to develop skills that enables them to work with diverse populations,
including patients and colleagues. At the baccalaureate level, culturally competent
leadership skills must be addressed.
Leadership coursework should include various types of leadership characteristics,
including participative management styles. In nursing leadership educational programs,
students must be aware of the impact of empowerment on nurse satisfaction.
Expectations of civility within the interdisciplinary team should also be emphasized. The
significance of this study demonstrated that African American nurses must have a voice
within the discipline of nursing to be empowered.
Limitations
Lincoln and Guba (1985) asserted that the ability to transfer research findings and
methods from one group to another determines the applicability the findings have on
other groups. In this study, a description of the participants was provided, including
demographics and geographic boundaries. The findings of this study, however, were not
intended to be generalizable to other populations. The intention was to describe a
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specific group of African American nurses’ experiences. However, this study does
contribute to the growing body of literature of the experiences of African American
nurses and may be replicated in other populations. The implications for African
American nurses may help direct future research, administration practices, and education.
Conclusion
“We are all nurses.” Jackie
“I think as a whole nursing, should be about all nurses.
I appreciate being included.
I am the only Black nurse here.
I like to keep us all together though, so we are looked at as nurses and not
just race.
We are just nurses.
We are all nurses.”
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APPENDICES

APPENDIX A
INVITATION LETTER
Dear Potential Participant:
My name is Laurie Pierce and I am a PhD student in the College of Nursing and
Professional Disciplines at the University of North Dakota. I am inviting you to
participate in a research project. The purpose of the proposed project is to explore
African American nurses’ perceptions of professional experiences within the context of
the healthcare environment. This research can benefit nursing by aiding in identification
of processes that promote African American nurses’ empowerment within the work
environment. The outcomes of this research may influence education, policy, and practice
for African American nurses.
The proposed inquiry is emancipatory in nature, where I am asking participants to
explore your experiences of empowerment and the work environment. Should you
choose to participate, I will conduct an interview with you and the interview will take one
to two hours. I will ask you about your experiences in the healthcare work environment. I
will ask you to describe your ideal work environment, and, finally, I will ask what
empowerment means to you.
I am asking that participants be Registered Nurses, with a highest degree at the
Bachelor’s level, working in acute care, long term care, or rehabilitation settings.
Participants should have at least five years of experience as a Registered Nurse and not
be Advanced Practice Nurses or nurse managers.
The interview will last for approximately an hour. We can meet at a location convenient
for you or by telephone. This location may be a library or other quiet and comfortable
place that we can speak uninterrupted. There is not a fee to participate.
If you are interested in participating in this research, please call or email me.

Laurie Pierce, RN, MSN
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APPENDIX B
PARTICIPANT DEMOGRAPHICS

Participant Demographic Information
Participant: _________ (number)
1. Self-identified as an African American registered nurse Yes _______ No_________
(if no, do not continue)
2. Years of experience working as a Registered Nurse _______ (if less than five years,
do not continue)
3. Completed Level of Education

ASN/ADN ______ Diploma________ BSN______

4. Educational degrees outside of nursing _______
5. Specialty Nursing Roles (example: Med/ Surg, ICU, Long Term Care)__________
6. Role experiences: (example: floor nurse, nurse manager, nurse educator, case
manager)
______________
7. Work Status:

______________
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APPENDIX C
INTERVIEW QUESTIONS
Research Questions

Semi structured Interview Questions

What is it like to be an African
American nurse in a
predominantly White
profession?

Tell me how you became interested in nursing? (ice
breaker).

What are the perceived power
structures that affect African
American nurses within the work
environment?

What are the power structures that affect your work as an
African American nurse?

What is it like to be an African American nurse in a
predominantly White profession?

Are there power structures within your work environment?
Are there power structures outside of your work
environment?
How do these power structures affect your work?

What are African American
nurses' subjective experiences of
empowerment?

Tell me about what the term empowerment means to you?
Tell me about a time you felt empowered.
What barriers do you see to the process of empowerment?
What supports do you see to the process of empowerment?

How do African American
nurses conceive of making
changes to create an ideal work
environment in which they feel
empowered?

Let’s imagine the ideal work environment in which you felt
empowered. Please tell me how you envision this work
environment.
What efforts have you already made to create a more
empowering work environment?
How successful were those efforts?
What are the steps you could take to create an ideal work
environment in which you feel empowered?
How can this research, or I as a researcher, help create this
change?
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APPENDIX D
CONSENT FORM
THE UNIVERSITY OF NORTH DAKOTA
CONSENT TO PARTICIPATE IN RESEARCH
TITLE:

Exploring the Experiences of African American Nurses: An
Emancipatory Inquiry

PROJECT DIRECTOR:

Laurie Pierce, RN MSN PhD Student

PHONE #
DEPARTMENT:

Department of Nursing

STATEMENT OF RESEARCH
A person who is to participate in the research must give his or her informed consent to such
participation. This consent must be based on an understanding of the nature and risks of the
research. This document provides information that is important for this understanding. Research
projects include only subjects who choose to take part. Please take your time in making your
decision as to whether to participate. If you have questions at any time, please ask.
WHAT IS THE PURPOSE OF THIS STUDY?
You are invited to be in a study about the experiences of African American nurses within the
context of the work environment. The purpose of this research study is to explore the
experiences of empowerment of African American nurses. The existing literature does not
include an examination of empowerment of African American nurses, nor is there collaboration
between researchers and African American nurses that assist in the process of improving the
circumstances of African American nurses within the context of the healthcare work
environment.
HOW MANY PEOPLE WILL PARTICIPATE?
Approximately two people will be interviewed to complete this study.
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HOW LONG WILL I BE IN THIS STUDY?
Your participation in the study will last approximately one to two hours for one face to face
interview or telephone interview. The face to face interviews will occur in a place mutually
determined by you and the researcher. The chosen location must allow for an undisturbed
discussion.
WHAT WILL HAPPEN DURING THIS STUDY?
You and the researcher will meet for an interview at a place mutually determined by you and the
researcher or by telephone. The place of the interview must be quiet and provide uninterrupted
time for the interview. The researcher will ask questions related to work circumstances and
experiences of empowerment. The interview will last approximately one to two hours. Notes
will be taken during the interview.
WHAT ARE THE RISKS OF THE STUDY?
There may be some risk from being in this study. It may be uncomfortable to talk about past life
events. Discussing past life events may cause emotional distress. However, such risks are not
viewed as being in excess of “minimal risk.”
If, however, you become upset by questions, you may stop at any time or choose not to answer a
question. If you would like to talk to someone about your feelings about this study, you are
encouraged to contact your local medical center. No commitment, however, is made by the
University of North Dakota to provide free medical care or money for treatment.
WHAT ARE THE BENEFITS OF THIS STUDY?
You may not benefit personally from being in this study. However, we hope that, in the future,
other people might benefit from this study because the findings may influence policy, education,
and administration.
ALTERNATIVES TO PARTICIPATING IN THIS STUDY
The alternative is to participating is to not to take part in the study. The participant is free to
refuse to take part in this study, to refuse to answer questions, and to discontinue participation at
any time without affecting the relationship with the researcher.
WILL IT COST ME ANYTHING TO BE IN THIS STUDY?
You will not have any costs for being in this research study other than time involved in the study
and possible travel to a mutually determined place for interviews.
WILL I BE PAID FOR PARTICIPATING?
You will not be paid for being in this study.
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WHO IS FUNDING THE STUDY?
The University of North Dakota and the research team are receiving no payments from other
agencies, organizations, or companies to conduct this study.
CONFIDENTIALITY
The records of this study will be kept private to the extent permitted by law. In any report about
this study that might be published, you will not be identified. Your study record may be reviewed
by Government agencies, the UND Research Development and Compliance office, and the
University of North Dakota Institutional Review Board
Any information that is obtained in this study and that can be identified with you will remain
confidential and will be disclosed only with your permission or as required by law. As the
researcher is a mandatory reporter, you should know, however, that there are some circumstances
in which we may have to show your information to other people. For example the law may
require us to show your information to a court or to tell authorities if we believe you have abused
a child, or you pose a danger to yourself or someone else.
Confidentiality will be maintained by means of assigning a participant pseudonym. All
participant identifiers will be removed from field notes and transcripts and be labeled with a
participant pseudonym. All transcriptions, field notes, and research journals will be kept in a
locked drawer in a locked office. Only the researcher and the dissertation committee will have
access to the field notes and transcripts. In addition, computer files will be password protected.
Access to computer files and other sensitive information will be limited to the researcher and the
dissertation committee. Any identifying written data will be destroyed after three years
commencing upon completion of the dissertation.
If we write a report or article about this study, we will describe the study results in a summarized
manner so that you cannot be identified.
IS THIS STUDY VOLUNTARY?
Your participation is voluntary. You may choose not to participate or you may discontinue your
participation at any time without penalty or loss of benefits to which you are otherwise entitled.
Your decision whether or not to participate will not affect your current or future relations with the
University of North Dakota
If you decide to leave the study early, we ask that you notify the researcher by telephone or
email.
You will be informed by the research investigator of this study of any significant new findings
that develop during the study which may influence your willingness to continue to participate in
the study.
CONTACTS AND QUESTIONS?
The researcher conducting this study is Laurie Pierce. You may ask any questions you have now.
If you later have questions, concerns, or complaints about the research please contact Laurie
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Pierce during the day and at 814-670-0373 or at a time convenient to you. The researcher’s email
is laurie.pierce@my.und.edu.
The researcher’s advisor is Dr. Gayle Roux. You can contact her at 701 777 4522.
If you have questions regarding your rights as a research subject, you may contact The University
of North Dakota Institutional Review Board at (701) 777-4279.
•
•
•

You may also call this number about any problems, complaints, or concerns you have
about this research study.
You may also call this number if you cannot reach research staff, or you wish to talk with
someone who is independent of the research team.
General information about being a research subject can be found by clicking
“Information for Research Participants” on the web site:
http://und.edu/research/resources/human-subjects/research-participants.cfm

I give consent for my quotes to be used in the research; however I will not be identified.
Please initial:

____ Yes

____ No

Your signature indicates that this research study has been explained to you, that your questions
have been answered, and that you agree to take part in this study. You will receive a copy of this
form.

Subjects Name: ______________________________________________________
__________________________________
Signature of Subject

___________________
Date

I have discussed the above points with the subject or, where appropriate, with the subject’s
legally authorized representative.
__________________________________
Signature of Person Who Obtained Consent

___________________
Date
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